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Chapter 1
INTRODUCTION
The under-representation of 
women in surgery:
A Figured Worlds approach
Representa:on	  of	  women	  in	  surgical	  careers
The	   last	   hundred	   years	   have	   seen	   major	   changes	   in	   the	   structure	   and	  
composiMon	   of	   the	   medical	   workforce,	   as	   a	   largely	   male	   profession	   has	  
admi`ed	  more	  women	   and	  other	  minority	  groups	   (Royal	   College	  of	  Physicians	  
2009).	  Over	   half	   of	   all	  medical	   graduates	   in	   many	  countries	   are	   now	  women,	  
and	   this	  has	   seen	   corresponding	  rises	   in	  the	  number	   of	  women	  holding	  senior	  
posiMons	   in	   almost	   all	   medical	   specialMes	   (BMA	   Board	   of	  Medical	   EducaMon	  
2005;	  Department	  of	  Health	  2005;	  van	  der	  Velden	  et	  al.	  2008;	  Jolliﬀ	  et	  al.	  2011;	  
NHS	   Health	   and	   Social	   Care	   InformaMon	   Centre	   2011).	   In	   this	   climate	   of	  
increasing	   gender	  equality,	  surgery	  as	   a	  specialty	  remains	   a	  notable	  excepMon	  
where	   women	   remain	   under-­‐represented	   –	   a	  pa`ern	   that	   holds	   consistently	  
across	   countries	   (Greatorex	   &	   Saraﬁdou	   2010;	   Kaderli	   et	   al.	   2010;	   McNally	  
2012;	  Makama	  et	  al.	  2012;	  Tomizawa	  2013).
The	  under-­‐representaMon	  of	  women	  in	  surgical	  careers	  is	  a	  pa`ern	  repeated	   in	  
many	   countries	   worldwide, 	   though	   to	   diﬀering	   degrees.	   In	   the	   USA	   women	  
currently	   make	   up	   10%	   of	   the	   fully-­‐trained	   surgical	   workforce	   (Center	   for	  
Workforce	   Studies	   2012),	   9%	   in	   Australia	   (Li	   et	   al.	   2013)	   and	   7%	   in	   the	  
Netherlands	   (Pas	   et	   al.	  2011).	   In	   the	   UK,	  which	   provides	   the	   context	   for	   this	  
thesis, 	   only	   7%	   of	   consultant	   (fully-­‐trained)	   surgeons	   in	   the	   UK	   are	   female	  
(Greatorex	  &	  Saraﬁdou	  2010).	  The	  proporMon	  of	  female	  consultant	  surgeons	  in	  
the	  UK	   grew	   to	   reach	   a	  peak	  of	   around	   8%	   in	   2005	   and	   has	   since	   plateaued	  
around	   this	   level,	   despite	   iniMaMves	   to	   increase	   the	   number	   of	   women	   in	  
surgery	  (McNally	  2012;	  Royal	  College	  of	  Surgeons	  of	  England	  2013).	  	  
Discrepancies	  exist	  not	  purely	  between	  surgery	  and	  other	  specialMes;	  there	  are	  
also	   marked	   diﬀerences	   between	   women’s	   representaMon	   within	   surgical	  
subspecialMes, 	   a	   pa`ern	   which	   also	   holds	   across	   countries	   (Center	   for	  
Workforce	  Studies	  2012;	  Li	  et	  al.	  2013).	  In	  the	  UK,	  20%	  of	  consultant	  paediatric	  
surgeons	  are	  female,	  which	  is	  in	  starkest	  contrast	  to	  maxillofacial	  surgery	  where	  
only	  4%	  are	  female	  (Greatorex	  &	  Saraﬁdou	  2010).
Many	   studies	   have	   considered	   where	   in	   the	   surgical	   training	   pathway	   this	  
demographic	   diﬀerence	  ﬁrst	  appears,	  given	  that	  women	   are	   in	  the	  majority	  at	  
medical	   school. 	  The	  pa`ern	   begins	   to	   develop	   at	   medical	   school, 	  where	  male	  
students	   show	  a	  greater	   preference	   for	   surgical	   careers	   even	   from	   their	   ﬁrst	  
year,	  whereas	  female	  students’	  preferences	  are	  for	  general	  pracMce,	  paediatrics	  
or	   gynaecology	  (van	  Tongeren-­‐Alers	  et	   al. 	  2014). 	  Aner	   graduaMon,	  women	   are	  
less	   likely	   to	   apply	   for	   surgical	   training	   posts	   than	   their	   male	   counterparts,	  
though	   they	  are	  as	   likely	  to	   succeed	   in	  being	  appointed	   (McNally	  2012).	  Once	  
appointed,	  however, 	  women	  are	  more	  likely	  to	  leave	  the	  profession	  before	  the	  
compleMon	   of	   their	   postgraduate	   training,	  with	   numbers	   of	   female	   surgeons	  
steadily	  decreasing	  at	  each	  level	  of	  seniority	  (McNally	  2012).	  The	  average	  length	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of	   surgical	   training	   in	   the	   UK	   is	   ten	   years	   (Singh	   et	   al.	  2014). 	  Given	   this,	   the	  
increase	   in	   the	  proporMon	  of	  women	   at	  medical	   schools, 	  which	   accelerated	   in	  
the	  early	  1990s,	  should	  have	  begun	   to	  manifest	   in	   the	  number	   of	  fully-­‐trained	  
surgeons	   in	   the	   mid-­‐2000s;	   yet, 	   this	   is	   not	   the	   case.	   Indeed,	   there	   is	  
considerable	  a`riMon	   in	  the	  UK	  training	  pathway	  with	  the	  proporMon	  of	  female	  
to	   male	   surgeons	   roughly	  halving	  with	   each	   applicaMon	  stage	   (McNally	  2012).	  
These	   diﬀerences	   between	   male	   and	   female	   surgeons, 	   although	   well	  
established	  via	  demography, 	  have	  not	   yet	   been	  well	  explained.	  These	  pa`erns	  
have	  been	  recognised	  as	  a	  problem	  by	  The	  Royal	  College	  of	  Surgeons	  of	  England	  
(RCS),	   the	   body	   governing	   UK	   surgical	   training,	   who	   set	   a	   target	   for	   a	   20%	  
female	  surgical	  workforce	  by	  2010;	  however,	  to	  date	  no	  clear	  strategy	  has	  been	  
advanced	  for	  how	  to	  achieve	  such	  a	  goal.
There	   are	   a	   number	   of	   arguments	   in	   favour	   of	   studying	   women’s	   under-­‐
representaMon	   in	   surgery.	  Chief	   among	   these	   is	   the	   issue	  of	   social	   jusMce,	   of	  
considering	  the	  equality	  of	  opportunity,	  equal	  access	  to	  a	  surgical	  career.	  There	  
has	  been	  much	  emphasis	  within	  medicine,	  including	  by	  the	  RCS,	  on	  promoMng	  
equality	  and	   diversity	  within	   the	  workforce	  (Royal	   College	  of	   Physicians	  2009;	  
NHS	  Health	  and	  Social	  Care	  InformaMon	  Centre	  2011;	  Royal	  College	  of	  Surgeons	  
of	   England	   2013).	   Further,	   the	   UK	   Department	   of	   Health	   (2005)	   has	   made	   it	  
clear	   that	   the	   medical	   workforce	   should	   be	   broadly	   representaMve	   of	   the	  
populaMon	   it	   serves.	  With	   such	   a	  gender	   disparity	   in	   surgery,	   it	   is	   clear	   that	  
there	   is	  much	   progress	   to	   be	   made	   towards	   these	   stated	   goals.	  Whilst	   social	  
jusMce	   alone	   represent	   a	   strong	   case	   for	   invesMgaMng	  gender	   inequaliMes	   in	  
surgery,	  there	  are	  also	  pragmaMc	  reasons	  to	  invesMgate	  why	  they	  exist.	  
There	  has	  been	  worldwide	  concern	  raised	   from	  within	   surgery	  regarding	  falling	  
applicaMon	   numbers	   to	   postgraduate	   training	   in	   general	   surgery	   in	   the	   last	  
decade	  (Marschall	  &	  Karimuddin	  2003;	  Cockerham	  et	   al.	  2004;	  Signer	  &	  Beran	  
2005;	   Fischer	   2007;	  McDonald	   &	  Su`on	  2009;	  Pikoulis	   et	   al.	   2010;	  Are	  et	   al.	  
2011;	   McHugh	   et	   al.	   2011). 	  Surgery	   as	   a	   ﬁeld	   has	   repeatedly	   called	   for	   the	  
recruitment	   of	   the	   “best	   and	   brightest”	   of	   medical	   graduates	   to	   its	   ranks	  
(Magovern	   &	  Simpson	   2011),	  hence	   the	  decrease	   in	  applicaMons	   is	  thought	   to	  
be	  a	   threat	   to	   the	   future	  of	   surgery	  in	   terms	  of	  quality	  of	   care	   (Cofer	  &	  Burns	  
2008;	  McDonald	  &	  Su`on	   2009;	  Stewart	  et	   al.	  2013).	  As	   female	  students	   and	  
junior	   doctors	   now	   comprise	   the	   majority	   of	   surgery’s	   potenMal	   recruitment	  
pool,	  there	  would	   seem	  an	   imperaMve	  to	  address	  what	  McDonald	   and	  Su`on	  
(2009)	   term	   the	   “recruitment	   crisis”	   via	   considering	   the	   issue	   of	   women’s	  
under-­‐representaMon.
Accompanying	   the	   change	   in	   the	   medical	   workforce	   has	   been	   a	   well-­‐
documented	  change	  in	  demand	  for	  healthcare	  due	  to	  the	  changing	  pathologies	  
associated	   with	   ageing	   populaMons	   and	   increasing	   levels	   of	   chronic	   disease	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(World	  Health	  OrganisaMon	  2011).	  InternaMonally,	  we	  must	  ensure	  that	  a	  future	  
workforce	  has	  the	  capacity	  to	  deliver	  this	  care.	  Any	  strategic	  planning	  must	  take	  
into	   account	   the	   changing	  demography	  of	   the	   trainee	   workforce,	  parMcularly	  
the	  increase	  in	  female	  trainees.	  It	  is	  acknowledged	  that	  female	  doctors	  are	  less	  
likely	  to	  work	  full	  Mme,	  and	  as	  a	  result	  there	  is	  likely	  to	  be	  an	  increased	  demand	  
for	   part-­‐Mme	  contracts	  (Davidson	  et	  al.	  2002).	  As	  other	   specialMes	  ﬁnd	  ways	  to	  
adapt	   to	   the	   changing	  working	  needs	  of	   their	   pracMMoners,	  there	   is	   evidence	  
that	   surgery	  has	  been	   slower	   to	  adapt	   (Washburn	  2000).	  This	  is	   likely	  to	  cause	  
future	   surgical	   recruitment	   and	   service	   delivery	   problems	   as	   the	   larger	  
workforce	  further	  diversiﬁes.	  
In	  both	  medical	  journals	  and	  the	  popular	  press,	  commentators	  have	  considered	  
the	  implicaMons	  of	  increasing	  the	  numbers	  of	  women	   in	  medicine	  as	  a	  whole	  –	  
so-­‐called	   feminisaMon	   (Dacre	   2008;	   McKinstry	   2008;	   Boseley	   2009;	   Bleakley	  
2013;	   Thomas	  2014).	  There	  appear	   to	   be	   some	   diﬀerences	   in	   the	  pracMce	   of	  
female	  doctors	  when	  compared	   to	  their	  male	  counterparts.	  Female	  doctors	  are	  
more	  likely	  to	  prioriMse	  communicaMon	   in	  consultaMons,	  demonstraMng	  greater	  
empathy	  and	  inMmacy	  towards	  their	  paMents	  (Boerma	  &	  van	  den	  Brink-­‐Muinen	  
2000;	  Buddeberg-­‐Fischer	  et	  al.	  2003;	  Boulis	  &	  Long	  2004;	  Wolfe	  2005;	  Wolosin	  
&	   Gesell	   2006).	   They	   are	   also	   more	   likely	   to	   value	   a	   collaboraMve	   work	  
environment	   (Maiorova	   et	   al.	   2008).	   Further,	   it	   has	   been	   demonstrated	   that	  
their	   pracMce	   leads	   to	   be`er	   paMent	   outcomes	   and	   fewer	   complaints	   (Dacre	  
2008;	  NaMonal	  PaMent	  Safety	  AgencyNaMonal	  Clinical	  Assessment	  Service	  2010).	  
While	   the	   literature	   on	   whether	   paMents	   are	   concerned	   with	   their	   doctor’s	  
gender	   is	  inconclusive	  (Wolosin	  &	  Gesell	  2006),	  in	   some	  circumstances	  paMents	  
prefer	   surgeons	  who	   pracMce	  more	   communally,	  regardless	   of	   gender, 	  which	  
correlates	  with	  female	  doctors’	  prioriMes	  (Dusch	  et	  al.	  2014).
Yet	   concerns	   have	   been	   raised	   that	   female	  doctors	   are	   less	  able	   to	   deal	   with	  
risk,	  and	  are	  less	  eﬃcient	  than	  their	  male	  colleagues	  –	  spending	  more	  Mme	  with	  
paMents	   and	   referring	   more	   onen	   (McKinstry	   2008).	   These	   diﬀering	  
perspecMves,	  one	  which,	  at	   its	  core,	  argues	   for	   centring	  healthcare	  around	   an	  
ethic	  of	  jusMce,	  of	  equitable	  distribuMon	  of	  healthcare	  resources,	  and	   the	  other	  
for	   an	   ethic	   of	   care,	   are	   ranged	   in	   opposiMon	   to	   each	   other	   (Dacre	   2008;	  
McKinstry	  2008;	  Bleakley	  2013). 	  There	  are	   clearly	  implicaMons	  for	   provision	   of	  
healthcare	  if	  more	  women	  pracMse	  medicine	  than	  in	  the	  past, 	  yet	  more	  work	  is	  
needed	   to	  be`er	  understand	  how	  to	  integrate	  the	  diﬀering	  prioriMes	  given	   the	  
now	   inevitable	   demographic	   change.	  Hence,	  there	   are	   compelling	  ethical	   and	  
pragmaMc	  reasons	  to	   understand	   the	   reasons	   for,	  and	   how	  we	  might	   address,	  
surgery’s	  gender	  gap.
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Career	  decisions
There	   have	   been	   many	   studies	   seeking	   to	   idenMfy	   factors	   that	   predict	   an	  
individual’s	   decision	   to	   pursue	   a	   career	   in	   surgery	   (Neumayer	   et	   al. 	   2002;	  
Azizzadeh	   et	   al.	   2003;	  Mihalynuk	   et	   al.	  2006;	  Sanfey	  et	   al.	   2006;	  Laurence	   &	  
Ellio 	`   2007;	   Drinkwater	   et	   al.	   2008;	   Maiorova	   et	   al.	   2008), 	  many	   of	   which	  
consider	   gender	   diﬀerences.	   Of	   these,	   the	   factors	   that	   appear	   repeatedly,	  
derived	  from	  diﬀerent	  study	  designs	  are:	  exposure	  to	  and	  parMcipaMon	  within	  a	  
surgical	  specialty	  (Azizzadeh	  et	   al.	  2003;	  Mihalynuk	  et	  al.	  2006;	  Maiorova	  et	  al.	  
2008),	  derivaMon	  of	  saMsfacMon	  from	  surgery	  (Azizzadeh	  et	  al.	  2003;	  Laurence	  &	  
Ellio 	`   2007),	  access	  to	   role	  models	  (Neumayer	   et	  al.	  2002;	  Sanfey	  et	  al.	  2006;	  
Drinkwater	   et	   al.	  2008),	  and	  perceived	   lifestyle	  or	  work-­‐life	  balance	  (Azizzadeh	  
et	   al.	  2003;	  Sanfey	  et	   al. 	  2006;	  Drinkwater	   et	   al. 	  2008;	  Maiorova	  et	   al.	  2008).	  
Whilst	  there	  is	  considerable	  emphasis	  placed	   by	  the	  literature	  on	   idenMﬁcaMon	  
of	   these	  factors,	  few	  studies	  explore	  more	  deeply	  to	  understand	   the	  processes	  
underlying	  such	  correlaMons.	  
The	   eﬀect	   of	   medical	   school	   clerkships	   on	   specialty	   preference	   has	   been	  
explored	   via	   a	   longitudinal	   study	   of	   medical	   students,	   where	   exposure	   to	   a	  
specialty	   increased	   a`racMon	   to	   that	   specialty	   (Maiorova	   et	   al.	   2008).	   In	  
contrast	   to	   other	   studies,	   gender	   did	   not	   impact	   upon	   career	   preferences,	  
although	   the	   study	  was	   carried	   out	   in	   the	  Netherlands,	  a	   country	  with	   higher	  
rates	  of	  women	  training	  in	  surgery.	  Those	  students	  a`racted	  to	  surgical	  careers	  
showed	   preferences	   for	   dealing	   with	   acutely	   unwell	   paMents	   and	   technical	  
work,	   and	   a`ached	   greater	   importance	   to	   presMge	   and	   career	   opportuniMes,	  
yet	   lacked	   preference	   for	   a	   “controllable	   lifestyle”	   (Azizzadeh	   et	   al.	   2003;	  
Maiorova	   et	   al. 	  2008).	  Drinkwater	   et	   al.	   (2008)	   explored	   the	   issue	  of	   lifestyle	  
more	  deeply 	  and	   found	   that	  while	  male	  and	   female	  medical	   students	  assigned	  
equal	   importance	   to	   issues	   surrounding	   work-­‐life	   balance	   and	   compaMbility	  
with	   family	  life,	  women	  more	   readily	  compromised	  professional	  a`ainment	   to	  
achieve	   such	   a	   balance.	   This	   was	   reported	   to	   be	   due	   to	   the	   inﬂuence	   of	  
gendered	  stereotypes	  and	  a	  lack	  of	  professional	  role	  models.	  	  
Past	   research	   has	   a`ributed	   lower	   rates	   of	   applicaMon	   among	   women	   to	   a	  
perceived	   lack	   of	   ﬁt	   between	   themselves	   and	   their	   percepMons	   of	   what	   a	  
surgeon	  must	   be,	  leading	   to	   lower	   career	  moMvaMon	  among	  female	   graduates	  
(Peters	   et	   al. 	   2012).	   ‘PercepMon	   of	   ﬁt’	   is	   a	   psychological	   concept	   used	   to	  
describe	  how	  an	   individual’s	   personal	   idenMty	  (who	  they	  think	  they	  are)	  ﬁts	   in	  
with	  their	   professional	   idenMty	  (who	  they	  think	  surgeons	  are).	  Female	  surgical	  
trainees’	  percepMon	  of	  their	  own	  ﬁt,	  when	  compared	  to	  consultant	  surgeons	  is	  
signiﬁcantly	  less	  than	   that	   of	   their	   male	  counterparts	  (Peters	  et	   al.	  2012).	  The	  
further	   they	  progress	  in	  their	  training,	  the	  more	  male	  trainees’	  percepMon	  of	  ﬁt	  
increases,	   whilst	   females’	   percepMon	   of	   ﬁt	   decreases.	   Even	   from	   this	  
individualisMc	  perspecMve,	  we	  are	  able	  to	  see	  how	  conﬂict	  can	  exist	  between	  an	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individual’s	   sense	   of	   themselves	   and	   their	   sense	   of	   who	   they	  need	   to	   be	   for	  
their	   chosen	  career.	  We	  may	  infer,	  then,	  from	  the	  literature	   that	  a	  lack	  of	  role	  
models	  and	   the	  nature	  of	  the	  social	   structure	  of	  surgery	  may	  have	  resulted	   in	  
fewer	  cultural	  resources	  for	  women	  to	  draw	  upon	  in	  this	  process	  of	   forming	  an	  
understanding	  of	  themselves	  as	  a	  surgeon.	  
Availability	  of	  role	  models
Postgraduate	  medical	   training	  occurs	  largely	  in	  paMent	  care	  seungs,	  with	  work-­‐
based	  learning	  forming	  a	  signiﬁcant	  proporMon	  of	  trainees’ 	  experience	  (Hager	  &	  
Hodkinson	  2009).	  This	  type	  of	  situated,	  relaMonal	   learning	  makes	  role	  modelling	  
an	  integral	  part	  of	  training,	  and	  posiMve	  role	  models	  enable	  success	  at	  medical	  
school	   (Lempp	   &	   Seale	   2004).	  We	   know	   that	   gender	   is	   an	   important	   factor	  
when	   choosing	  a	  role	  model	  (Nicholson	  2002;	  Lempp	  &	  Seale	  2004;	  Rose	  et	  al.	  
2005)	   and	   that	   when	   selecMng	  a	   role	   model,	   students	   are	   usually	   limited	   to	  
those	  clinicians	  with	  whom	   they	  come	   into	   contact.	   In	   view	  of	   the	  paucity	  of	  
female	   surgeons,	  direct	   access	   to	   a	   posiMve	   female	   role	   model	   is	   not	   always	  
possible.	   For	   example,	   the	   UK	   has	   only	   twelve	   female	   consultant	  
neurosurgeons;	  there	  are	  no	  visible	  female	  neurosurgical	  role	  models	  present	  in	  
the	   majority	   of	   medical	   schools.	   Many	   hospitals	   do	   not	   have	   a	   female	  
consultant	  surgeon	   in	  any	  subspecialty,	  limiMng	  the	  impact	   that	  exisMng	  female	  
surgeons	  can	  have	  via	  direct	   role	  modelling.	  In	  addiMon,	  some	  female	  surgeons	  
are	  not	  perceived	   to	  be	  suitable	  mentors	  by	  students,	  as	  they	  have	  adopted	  a	  
more	  masculine	  persona	  in	   order	  to	   succeed	   in	   their	   career	   (Bickel	   2011).	  This	  
has	   serious	   implicaMons	   for	   female	   students	  and	   junior	   doctors,	  as	   they	  may	  
lack	   the	  role	  models	  and	   accompanying	   social	   capital	   that	  promote	  aspiraMon	  
into	  the	  specialty	  (Ravindra	  &	  Fitzgerald	  2011).	  This	  is	  supported	  by	  the	  work	  of	  
Sanfey	  et	  al.	  (2006),	  who	   found	  that	  medical	   students	  training	  in	  hospitals	  with	  
few	   or	   no	   female	   surgeons	  were	   signiﬁcantly	   less	   likely	   to	   pursue	  a	   career	   in	  
surgery	  when	   compared	   to	   students	   training	   in	   hospitals	  with	   abundant	   and	  
prominent	  female	  surgical	  role	  models.	  
One	   of	   the	   eﬀects	   of	   experience	   and	   role	   models	   is	   to	   aid	   an	   individual’s	  
socialisaMon	   into	   the	   culture	   of	   a	   specialty	   (Lempp	   &	   Seale	   2004;	  Gonon	   &	  
Regehr	   2006).	  This	  involves	  developing	  an	  understanding	  of	  the	  culture,	  beliefs	  
and	   values	  that	   are	  collecMvely	  held	  by	  those	  working	   in	   the	   ﬁeld	   of	   surgery.	  
This	   includes	  a	  range	   of	   things,	  from	  learning	  to	   value	  manual	   dexterity 	  (Darzi	  
1999)	   to	   learning	   how	   to	   behave	   based	   on	   one’s	   role	   in	   the	   surgical	   social	  
structure	   (Lingard	   et	   al. 	  2002;	  Gardezi	   et	   al.	  2009). 	  This	   is	   a	  complex	   process	  
that	   has	  been	   shown	  to	   aﬀect	   career	   decisions,	  as	  students	  evaluate,	  perhaps	  
unconsciously,	  whether	  their	  own	  values	  ‘align’	  with	  that	  of	  a	  specialty,	  or	  could	  
do	   so	   in	   future	   (Gonon	   &	   Regehr	   2006). 	  One	   of	   the	   aspects	   of	   culture	   that	  
students	  draw	  on	  are	  stereotypes.
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Stereotypes	  of	  surgery	  and	  surgeons	  
In	  order	   to	   interact	   in	   the	  complex	   social	   world,	  stereotypes	  are	   an	   important	  
resource. 	   Stereotypes	   are	   largely	   constructed	   by	   imaginaMon	   and	   social	  
structure,	   rather	   than	   direct	   personal	   contact. 	  They	  act	   as	   shortcuts	   to	  make	  
assumpMons	   about	   an	   individual	   quickly	   (Heilman	   &	   Parks-­‐Stamm	   2007).	  
Stereotypes	   are	  widespread	   in	   medicine, 	  where	   there	   are	   a	   large	   number	   of	  
diﬀerent	   specialMes	   and	   professions	  working	   together	   in	   an	   onen	   fast-­‐paced	  
environment	   (Davidson	   et	   al.	   2002).	   While	   there	   is	   li`le	   exisMng	   literature	  
examining	   gendered	   stereotypes	   within	   medical	   careers,	   gender	   stereotypes	  
persist	  outside	  of	  medicine,	  and	  span	  countries,	  cultures	  and	  decades.	  Williams	  
and	   Best	   (1982)	   demonstrated	   consistent	   gender	   stereotypes	   across	   25	  
countries,	   with	   men	   highly	   associated	   with	   qualiMes	   related	   to	   agency	  
(dominance,	   autonomy,	   achievement),	   and	   women	   associated	   with	   qualiMes	  
related	   to	   communality	   (kindness,	   nurturing,	   aﬃliaMon). 	   It	   is	   important	   to	  
consider	   the	   historical	   and	   contemporary	  stereotypes	   that	   describe	   surgeons	  
and	  their	  profession,	  and	  how	  these	  may	  aﬀect	  the	  parMcipaMon	  of	  women.	  
	  
Historically,	   the	   surgeon	   was	   “a	   decisive	   and	   eﬃcient	   man	   of	   acMon	   driving	  
forcefully	  to	  achieve	  his	  goals	   in	  an	  impersonal	  and	  autocraMc	  manner”	   (Zimny	  
&	   Thale	   1970),	   a	   stereotype	   reinforced	   in	   more	   recent	   anthropological	   work	  
describing:	  
	  
“The	   “iron	   surgeon”	   powerful, 	   invulnerable,	   un6ring.	   Those	   trained	   by	  
him	  pass	  on	   the	  mys6que,	  transmi=ng	   from	  one	  surgical	   genera6on	  to	  
the	   next	   an	   embodied	   professional	   ethos.	  The	   iron	   surgeon	  does	   ba@le	  
with	   death,	   exterminates	   disease,	  declares	   war	   on	   soAness, 	  sloth,	  and	  
error.	   He	   is	   technically	   brilliant, 	   clinically	   astute,	   technologically	  
sophis6cated.	  His	  feelings,	   if	   he	  has	  any,	  are	  private;	  his	   inner	   life, 	  if	  he	  
has	  6me	  for	   one,	  is	  unengaged	   by	  his	  work.	  The	  feelings	  of	  his	  pa6ents	  
are	   also	   private.	   Their	   personali6es,	   problems,	   hopes,	   aspira6ons,	   are	  
irrelevant.	   The	   iron	   surgeon’s	   task	   is	   to	   excise	   disease.	   The	   rest	   is	   for	  
nurses	  or	  social	  workers.”
Cassell	  (2000)
	  
Clearly,	  this	   account	   is	   powerfully 	  gendered;	  surgery	  is	  portrayed	   as	   a	  form	  of	  
decisive,	  masculine	  perfecMon.	  
Psychological	   research, 	   studying	   women	   in	   the	   workplace,	   described	   the	  
mismatch	  that	  may	  occur	  between	  an	  individual’s	  assumed	  capabiliMes	  and	   the	  
presumed	   requirements	   of	   a	   role	   (Heilman	   &	   Parks-­‐Stamm	   2007).	   They	  
classiﬁed	   gender	   stereotypes	   as	   “descripMve”	   (what	   women	   are	   like)	   or	  
“prescripMve”	   (what	   women	   should	   be	   like).	   PresMgious	   and	   high-­‐authority	  
posiMons	   were	   again	   associated	   with	   masculine	   characterisMcs	   pertaining	   to	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agency;	  women	  were	  considered	  deﬁcient	  in	   these	  qualiMes,	  and	   therefore	  not	  
equipped	   to	   handle	   these	   posiMons,	   or	   succeed. 	   The	   authors	   suggest	   these	  
expectaMons	  of	   failure, 	  arising	  from	  stereotypes,	  may	  bias	  women’s	   decisions	  
regarding	  career	  progression. 	  PrescripMve	  gender	  stereotypes	  provide	  a	  cultural	  
framework	   for	   what	   are	   and	   are	   not	   suitable	   behaviours	   for	   women.	   Caring,	  
social	   a`ributes	   are	   encouraged,	  with	   characterisMcs	   of	   agency	   discouraged.	  
PrescripMve	   stereotypes	   promote	   gender	   bias	   by	   invoking	   disapproval	   or	  
penalMes	  when	  women	  violate	  them,	  for	  example	  by	  exhibiMng	  agency.	  Women	  
also	   meet	   with	   disapproval	   in	   the	  workplace	   in	   a	   more	   passive	   way	   by	   not	  
fulﬁlling	   expected	   norms,	  such	   as	   displaying	  caring	   a`ributes	  associated	   with	  
communality	  (Heilman	  &	  Parks-­‐Stamm	  2007).
	  
More	   recent	   work	  regarding	   the	   surgical	   domain	   from	   Lithuania	   showed	   that	  
surgery	  was	  sMll	  perceived	  as	  masculine,	  and	  stereotypes	  were	  persistent	  (Riska	  
&	  Novelskaite	  2008).	  A	  discourse	  analysis	  of	  interviews	  with	  surgeons	  revealed	  
that	   the	   male-­‐gendered	   characterisMcs	   of	   control	   and	   strength	   (both	   mental	  
and	   physical)	  predominated	   as	   the	   descripMve	   stereotype	   of	   a	  good	   surgeon.	  
These	  assumpMons	  were	  reinforced	  by	  surgeons	  regardless	  of	  gender,	  however	  
female	  surgeons	  also	  described	  empathy	  and	  compassion	  as	  valuable	  a`ributes.	  
Although	  women	  have	  the	  ability	  to	  be	  equally	  able	  surgeons, 	  perhaps	  the	  overt	  
masculinity	  of	  the	  surgical	  descripMve	  stereotype	  may	  contribute	  to	  the	  gap	   in	  
representaMon. 	   The	   masculine	   surgical	   stereotype	   from	   this	   study	   was	   an	  
excepMon	  among	  medical	   specialMes.	  In	  contrast,	  the	  descripMve	  stereotype	  of	  
a	  good	  paediatrician	  was	  powerfully	  feminine	  –	  an	  extension	  of	  motherhood.	  
	  
In	   addiMon	   to	   descripMve	   stereotypes, 	   female	   surgeons	   may	   also	   encounter	  
prescripMve	  gender	  stereotypes:	  	  
“you	   know,	   there	   are	   stereotypes,	   about	   the	  monster	   female	   surgeon,	  
how	   scary	   she	   is…She	   is	   not	   feminine.	   Nobody	   likes	  her.	  [People	  think]	  
how	   dare	   she,	   she’s	   supposed	   to	   be	   raising	   children!”	   Middle-­‐aged	  
female	  surgeon.”
Riska	  &	  Novelskaite	  (2008)
Hence,	   in	   occupying	   a	   male	   domain,	   female	   surgeons	   may	   be	   perceived	  
negaMvely	  as	  they	  violate	  the	  prescribed	  suitable	  behaviours	  of	  a	  woman.
Summary	  and	  cri8que
Examining	   the	   literature	   on	   gender	   and	   career	   decision, 	  broadly,	   the	   studies	  
may	  be	  categorised	   as	   either	   demographic	   –	  taking	  a	  populaMon	   level	  view	   to	  
idenMfy	   pa`erns	   and	   factors	   using	   large	   scale	   surveys	   –	   or	   descripMve	   –	  
whereby	  quesMonnaires	   are	   employed	   to	   determine	   individuals’	  prioriMes.	  Of	  
the	   remaining	   papers,	   many	   that	   have	   looked	   deeper	   have	   focussed	   on	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cogniMve	   processes	   within	   the	   individual,	   necessitaMng	   an	   ‘individualisMc’	  
understanding	  of	  cogniMon	  (Palermos	  2012).	  Those	  studies	  that	  have	  a`empted	  
to	   explore	   the	   mechanisms	   underlying	   the	   observed	   demographic	   pa`erns	  
suggest	   they	   are	   a	   consequence	   of	   self-­‐exclusion	   by	   women	   or	   of	  
discriminaMon.	  The	  evidence	  supporMng	  these	  hypotheses	  have	  been	   criMcised	  
for	   lacking	  conclusiveness,	  hence,	  the	  underlying	  mechanisms	  of	  the	  gender	  gap	  
remain	   unclear	   (Peters	   et	   al.	   2012).	   Further,	   given	   the	   widespread	   failure	   of	  
intervenMons	   designed	   to	   increase	   the	  number	   of	   women	   in	   surgery, 	  and	   the	  
ethical	  reasons	  to	  support	  their	  ability	  do	  so,	  there	  is	  an	  imperaMve	  for	  research	  
that	  considers	  the	  issue	  from	  a	  diﬀerent	  angle.
To	   develop	   a	   deeper	   understanding	   requires	   a	   move	   away	   from	   the	   largely	  
quanMtaMve	   and	   individualisMc	   research	   that	   dominates	   the	   ﬁeld,	  to	   consider	  
the	  issue	  of	  women	   in	  surgery	  from	  a	  sociocultural	  perspecMve.	  Cassell’s	  (2000)	  
anthropological	  work,	  for	  example,	  stands	  out	  for	  its	  consideraMon	  of	  the	  social	  
world	  of	  surgery,	  and	  the	  place	  of	  individuals	  within	  it.	  A	  sociocultural	  approach	  
could	   include	  what	  we	  already	  know	  about	  the	  importance	  of	   role	  models,	  the	  
culture	   of	   surgery	   and	   stereotypes	   in	   women’s	   career	   decisions, 	   but	   could	  
employ	   the	   tools	   provided	   by	   contemporary	   social	   science	   to	   consider	   how	  
‘culture	   in	  pracMce’ 	  mediates	  career	   decisions.	  This	  approach	  would	  frame	   the	  
problem	  in	  a	  new	  way,	  as	  inherently	  social,	  rather	  than	  placing	  the	  locus	  within	  
individuals	   or	   insMtuMonal	   policy;	   it	   would	   consider	   how	   the	   complexity	   of	  
interacMon	   between	   individuals	   and	   society	   gives	   rise	   to	   the	   under-­‐
representaMon	  of	  women	  in	  surgery.
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Theore:cal	  Framework
Iden8ty	  and	  Agency	  in	  Cultural	  Worlds
As	   described, 	  work	   regarding	   gender,	   career	   choice	   and	   surgical	   culture	   has	  
largely	  taken	   an	   individualisMc	   stance.	   This	   thesis	   seeks	   to	   be`er	   understand	  
how	   surgical	   culture	   and	   gender	   inﬂuence	   career	   decisions,	  and	   thus	   takes	   a	  
sociocultural	   stance.	  This	   enables	   exploraMon	  of	   relaMonships, 	  culture,	  power,	  
hierarchy,	   learning,	   idenMty,	   pracMce,	   imaginaMon	   and	   societal	   structure	   and	  
their	   interplay,	   to	   further	   our	   understandings	   of	   why	   women	   remain	   under-­‐
represented	  in	  surgical	  careers.	  
This	   thesis	   uses	   the	   theory	   of	   Figured	   Worlds	   by	   Holland	   et	   al.	   (1998)	   as	   its	  
theoreMcal	   framework, 	  drawn	   from	   the	   book	  ‘IdenMty	   and	  Agency	  in	   Cultural	  
Worlds’. 	   This	   theoreMcal	   amalgam	   draws	   together	   sociocultural	   concepts	   of	  
Vygotsky	  (1978;	  1986),	  BakhMn	   (1981;	   1986),	  and	   Bourdieu	   (1986)	   to	   explore	  
“idenMty	  in	  pracMce”.	  
Figured	   Worlds	   may	   be	   considered	   a	   theory	   of	   idenMty,	   though	   it	   is	   not	  
speciﬁcally 	  grounded	   in	   the	   literature	   on	   idenMty.	  Rather,	  the	   Figured	   Worlds	  
perspecMve	  on	   idenMty	  arises	   from	   a	  sociocultural	  criMque,	  onen	   seung	  aside	  
much	   of	   the	   ‘idenMty	   literature’.	  What	   arises	   is	   a	   formulaMon	   of	   ‘idenMty	   in	  
pracMce’ 	  which	  allows	  us	  to	  consider	  quesMons	  of,	  “how	  does	  idenMty	  work?”	  or	  
“how	  do	  people	  idenMfy	  in	  pracMce?”	  From	  such	  a	  perspecMve, 	  idenMty	  may	  be	  
considered	  a	  process	  of	  becoming;	  people	  are	  conMnuously	  shaping	  and	  being	  
shaped	   by	   the	   world	   around	   them.	   IdenMty	   is	   not	   something	   an	   individual	  
possesses;	   rather	   it	   is	   constantly	  being	  negoMated	   between	   an	   individual	   and	  
the	   social	   world	   (Monrouxe	   2010).	   IdenMty	  may	   be	   viewed	   as	   the	   point	   of	  
intersecMon	   where	   past	   experiences	   and	   current	   pracMce	   meet,	   and	   the	  
individual	   and	   society	   interact	   (Tsourouﬂi	   et	   al.	   2011);	   the	   focus	   of	   Figured	  
Worlds	  becomes	  about	  the	  ways	  in	  which	   people	   idenMfy	  –	  their	  processes	   of	  
idenMﬁcaMon.
The	  concept	  of	  a	  ‘ﬁgured	  world’	  is	  used	   to	  describe	  a	  collecMvely	  realised	  ‘as-­‐if’	  
realm:	  “People	  have	  the	  propensity	  to	  be	  drawn	  to,	  recruited	  for, 	  and	  formed	  in	  
these	  worlds,	  and	  to	  become	  acMve	  in	  and	  passionate	  about	  them.”	  (Holland	  et	  
al.	  1998,	  p49).	  As	  Holland	  et	  al.	  (1998, 	  p49)	  humourously	  put	   it,	  “What	  if	  there	  
were	   a	  world	   called	   academia,	   where	   books	   were	   so	   signiﬁcant	   that	   people	  
would	   sit	   for	   hours	   on	   end,	   away	   from	   friends	  and	   family,	  wriMng	   them?”.	  A	  
ﬁgured	  world,	  therefore,	  exists	  at	   the	   interacMon	   of	  person	  and	   society,	  which	  
are	  considered	  “alike	  as	  sites,	  or	  moments, 	  of	  the	  producMon	  and	  reproducMon	  
of	  social	  pracMces”	  (Holland	  et	  al.	  1998,	  p270).	  While	  this	  confers	  substanMality	  
to	   both	   loci,	   person	   and	   society,	   it	   rejects	   consideraMon	   of	   the	   two	   as	  
dichotomous.	   Further,	   ﬁgured	   worlds	   are	   “sociohistoric,	   historic,	   contrived	  
interpretaMons	   or	   imaginaMons	   that	   mediate	   behaviour…	   [which]	   becomes	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embodied	  over	  Mme	  through	  conMnual	  parMcipaMon.”	  (Holland	  et	  al.	  1998,	  p53).	  
Hence,	   Figured	   Worlds	   provides	   a	   framework	   within	   which	   to	   consider	  
processes	  of	   idenMﬁcaMon	  within	  the	  “doubly	  historical	   landscape”	  (Holland	   et	  
al.	  1998,	  p270)	  comprising	   the	  person	   and	   society;	   it	   is	  within	   this	   space	  that	  
the	  key	  concepts	  of	  Figured	  Worlds	  are	  situated.	  
Figured	  Worlds	  makes	  use	  of	  Vygotsky’s	  concept	  of	  ‘semioMc	  mediaMon’,	  in	  part	  
based	   on	   Engels’	  ideas	   that	   tools	   exist	   dialogically	  with	   their	   users;	   that	   tools	  
shape	  hands	  –	  the	  muscles	  and	  neurological	  control	  of	  moMon	  –	  as	  eﬀecMvely	  as	  
tools	  are	   shaped	  for	   their	   intended	  use.	  Vygotsky	  extended	  this	  principle	  from	  
objects	  to	  signs	  and,	  hence,	  to	  language.	  Individuals	  assign	  meanings	  to	  external	  
signs	   –	   meanings	   that	   are	   not	   individually	   produced,	   but	   that	   draw	   on	  
historically	   and	   collecMvely	   formed	   meanings.	   These	   sociohistorical	   meanings	  
may	  be	  termed	  discourses	  –	  the	   shared	  narraMves,	  norms,	  values,	  percepMons	  
and	  pracMces	  of	  a	  society, 	  which	  ‘discourse	  analysis’	  as	  a	  research	  method	  seeks	  
to	   uncover	   (Gee	   2005).	   Discourses	   can	   become	   internalised,	   automaMc	   and	  
unconscious	   over	   Mme,	   in	   an	   individual’s	   “inner	   voice”	   or	   their	   acMvity	   –	  
‘fossilised’	  in	  Vygotsky’s	   terms.	  The	   internalised	  “inner	   voice”	   that	   develops	  is	  
drawn	   from	   sociohistorical	   meanings	   and	   mediated	   semioMcally	   –	   through	  
objects	  or	  signs,	  including	  language.
Other	   individuals	  may	  also	   mediate	  discourse	   in	   a	   similar	   way;	  they	  occupy	  a	  
similar	  role	  in	  the	  Figured	  Worlds	  framework,	  in	  which	  they	  are	  represented	  as	  
ﬁgures. 	  Within	   the	   Figured	   Worlds	   framework,	   ﬁgures	   represent	   the	   people	  
shaping	  and	  being	  shaped	  by	  the	  ﬁgured	  world.	  Figures	  do	  not	  merely 	  represent	  
the	  reality	  of	   an	   individual,	  but	  take	  into	  account	  the	  history,	  culture,	  and	   past	  
of	   an	   embodied	   idenMty.	   Hence,	   in	   this	   thesis	   surgery	   will	   be	   considered	   a	  
ﬁgured	  world,	  with,	  for	  example, 	  surgeons	  as	  ﬁgures	  within	   the	  surgical	  realm.	  
The	   surgeons	   are	   ﬁgures	   in	   BakhMn’s	   sense:	   they	   carry	   disposiMon,	   social	  
idenMﬁcaMon,	  and	  thus	  meaning	  (BakhMn	  1981;	  1986).	  
“A	   ﬁgured	   world	   is	   peopled	   by	   the	   ﬁgures,	   characters, 	  and	   types	   who	  
carry	   out	   its	   tasks	   and	   who	   also	   have	   styles	   of	   interac6ng	   within,	  
dis6nguishable	  perspec6ves	  on,	  and	  orienta6ons	  toward	  it.”	  
Holland	  et	  al.	  (1998,	  p53)
These	  ﬁgures	  are	  mediated	  via	  cultural	  models	  and	  signs	  –	  that	  is, 	  semioMcally	  –	  
in	   addiMon	   to	   actual	   embodiments	   (Williams	   2011).	   The	   ﬁgure	  of	   a	   surgeon,	  
therefore,	  may	  be	  symbolic;	  through	  discursive	  use	  of	  such	  a	  symbol,	  individuals	  
may	  posiMon	  themselves	  relaMve	  to	  it, 	  thereby	  dialogically	  construcMng	  a	  sense	  
of	  their	  own	  idenMty.
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Another	   facet	   of	  Figured	  Worlds	   is	   its	   consideraMon	   of	   social	   posiMoning	   and	  
power	   –	   in	   terms	  of	  posiMonal	   idenMMes	  constructed	   in	  dialogue	  with	   socially	  
idenMﬁed	   others.	   Thus,	  posiMonality, 	  is	   an	   important	   strength	   of	   the	   Figured	  
Worlds	   framework.	   Figures	   have	   a	   posiMon	   within	   the	   ﬁgured	   world,	  
inextricably	   linked	   to	   their	   social	   and	   cultural	   capital,	   from	  which	   they	  draw	  
their	  status	  and	  power.	  This	  posiMon	  is	  always	  constructed	  in	  relaMon	  to	  socially	  
idenMﬁed	  others.	  Certain	  members	  may	  be	  privileged	  or	  disprivileged	  within	  the	  
ﬁgured	  world	  due	  to,	  for	  example,	  their	  gender,	  social	  background,	  ethnicity	  or	  
accent.	  
“Posi6onal	   iden66es	  have	  to	  do	  with	   the	  day-­‐to-­‐day	  and	  on-­‐the-­‐ground	  
rela6ons	   of	   power,	   deference	   and	   en6tlement, 	   social	   aﬃlia6on	   and	  
distance	  –	  with	  the	  social-­‐interac6onal,	  social-­‐rela6onal	  structures	  of	  the	  
lived	  world.”	  
Holland	  et	  al.	  (1998,	  p127)
Here,	  Holland	   et	   al.	   draw	   on	   the	   concepts	   of	   the	   sociohistorical	   school	   and	  
Bourdieu	   to	   understand	   the	   relaMve	   privilege	   of	   individuals	   within	   a	   social	  
structure,	   and	   the	   ways	   posiMonal	   idenMMes	   are	   constructed.	   An	   individual	  
carries	  or	  embodies	   its	  history,	  which	   is	  manifest	   through	   interacMon	  with	   the	  
social	   world. 	  Through	   the	  interacMon	   of	   this	   embodied	   ‘history-­‐in-­‐person’	  and	  
the	  ﬁgured	  world,	  aﬀordances	  to	  and	   constraints	  on	  an	  individual’s	  acMons	  are	  
constructed, 	  and,	   thus,	   too	   is	   a	   posiMonal	   idenMty.	   PosiMonality	   is	   therefore	  
dynamic	   –	   being	   constantly	   negoMated	   –	   and	   dependant	   as	   much	   on	   the	   an	  
individual’s	  history	  as	  the	  world	  with	  which	  they	  interact.	  
As	   Figured	   Worlds	   situates	   itself	   in	   the	   interacMon	   between	   idenMty	   and	  
structure	  –	  in	  pracMce	  –	   idenMty	  evolves	  and	   is	  constantly	  ﬂuid	  and	  changing	  in	  
response	  to	  a	  journey	  through	  a	  structured	   social	   landscape.	  In	  Figured	  Worlds	  
this	  is	   the	  space	   of	  self-­‐authoring,	  where	  individuals	  narrate	  their	   idenMMes	   to	  
the	  world	  around	  them.
“The	  meaning	  that	  we	  make	  of	  ourselves	  is…	  ‘authoring	  the	  self’, 	  and	  the	  
site	   at	   which	   this	   authoring	   occurs	   is	   a	   space	   deﬁned	   by	   the	  
interrela6onship	  of	  diﬀeren6ated	  ‘vocal’	  perspec6ves	  on	  the	  social	  world.	  
…The	  self	   is	   a	   posi6on	   from	  which	   meaning	   is	  made,	  a	   posi6on	   that	   is	  
“addressed”	  by	  and	  “answers”	  others	  and	  the	  “world”	   (the	  physical	  and	  
cultural	  environment). 	  In	  answering	  (which	   is	   the	  stuﬀ	  of	  existence),	  the	  
self	  “authors”	  the	  world	  –	  including	  itself	  and	  others.	  …Because	  the	  self	  is	  
the	   nexus	   of	   a	   con6nuing	   ﬂow	   of	   ac6vity	   and	   is	   par6cipa6ng	   in	   this	  
ac6vity,	   it	   cannot	   be	  ﬁnalized…	  The	  self	  authors	   itself,	  and	  is	  thus	  made	  
knowable,	  in	  the	  words	  of	  others.”	  
Holland	  et	  al.	  (1998,	  p173)
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In	  Figured	  Worlds	  this	  self-­‐authorship	   is	  dialogic:	  with	  every	  u`erance	  –	  which,	  
for	  BakhMn	  (1981,	  p354-­‐5),	  range	  “from	  a	  brief	  response	  in	  a	  casual	  dialogue	  to	  
major	   verbal-­‐ideological	   works	   (literary,	   scholarly	   and	   others)”	   –	   one	   is	  
answering	  and	   addressing	   others	   and	   the	  world,	  and	   is	   posiMoning	   and	  being	  
posiMoned	  within	  a	  complex	  web	   of	   social	  connecMons	  and	  interrelaMons.	  This	  
perspecMve	   on	   idenMﬁcaMon	   draws	   extensively	   on	   BakhMn’s	   posiMon	   on	  
language	  and	  idenMﬁcaMon:
“It	  might	   be	  said…	  that	   in	  the	  makeup	  of	  almost	  every	  u@erance	  spoken	  
by	  a	  social	  person…	  a	  signiﬁcant	  number	  of	  words	  can	  be	  iden6ﬁed	  that	  
are	   implicitly	   or	   explicitly	   admi@ed	   as	   someone	   else’s,	   and	   that	   are	  
transmi@ed	   by	  a	   variety	   of	  diﬀerent	  means.	  Within	  the	  arena	  of	  almost	  
every	   u@erance	   an	   intense	  interac6on	  and	  struggle	  between	  one’s	  own	  
and	   another’s	  word	   is	  being	   waged,	  a	   process	   in	  which	  they	   oppose	  or	  
dialogically	   interanimate	   each	   other.	   The	   u@erance	   so	   conceived	   is	   a	  
considerably	  more	  complex	  and	  dynamic	  organism	  than	  it	  appears	  when	  
construed	   simply	   as	  a	   thing	   that	   ar6culates	  the	  inten6on	   of	   the	  person	  
u@ering	  it, 	  which	  is	  to	  see	  the	  u@erance	  as	  a	  direct,	  single-­‐voiced	  vehicle	  
for	  expression.”	  
BakhMn	  (1981,	  p354–355)
Within	   Figured	  Worlds,	  whilst	   the	   constraints	  and	   limitaMons	  on	   self-­‐narraMon	  
are	   acknowledged	   and	   delineated,	   so	   are	   the	   possibiliMes	   for	   becoming	   –	  not	  
merely	  self-­‐authoring	   within	   the	   bounds	   of	   society,	  culture	   and	   pracMce,	  but	  
also	   the	   possibility	   of	   creaMve	   improvisaMon	   –	   wherein	   lies	   an	   individual’s	  
agency,	  or	  capacity	  for	  self-­‐direcMon.
One	   criMque	   of	   sociocultural	   theories	   is	   that	   they	   are	   determinisMc,	   even	  
pessimisMc,	   in	   their	   ideas	  of	   constraints	  on	   an	   individual’s	   ability	   to	   innovate	  
and	   exert	   a	   degree	   of	   agency.	   In	   Figured	   Worlds, 	   an	   individual’s	   ‘history	   in	  
person’	  carries	  momentum;	  thus	  the	  ways	  in	   which	  a	   person	   idenMﬁes	  allows	  
them	  a	  degree	   of	   self-­‐direcMon.	  This	  becomes	   especially	   possible	   if	   it	   occurs	  
collecMvely,	   and	   Holland	   et	   al.	   use	   the	   example	   of	   the	   Nepalese	   Tij	   fesMvals	  
where	   women	   perform	   annual	   songs	   and	   dances.	   The	   fesMval’s	   dukha	   and	  
rajniM	   songs	   include	   tradiMonal	   Hindu	   discourses	   of	   womanhood,	   but, 	   each	  
year,	  the	  women	  collecMvely	  imagine,	  through	  songs,	  a	  vision	   of	  an	  alternaMve	  
world	   where	   women	   are	   more	   valued.	   Hence,	   through	   the	   Tij	   songs,	   old	  
discourses	  of	  womanhood	  are	  met	   with	   the	  new;	  the	  women	   engage	   in	  what	  
Holland	   et	  al.	  term	  ‘world-­‐making’.	  Through	  the	  conMnual, 	  dynamic	   fashioning	  
and	   refashioning	   of	   the	   self, 	   through	   processes	   of	   idenMﬁcaMon	   and	   self-­‐
authoring,	   self-­‐direcMon	   can	   occur	   and	   thus	   a	   degree	   of	   agency	   is	   possible.	  
Agency	  can	  manifest	  in	  a	  mulMtude	  of	  ways,	  from	  the	  mundane	  or	  accidental, 	  to	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large	  shins	  in	   thinking,	  or	  fashioning	  of	  new	  ﬁgured	  worlds	  altogether. 	  Much	  of	  
the	   Mme	   individuals	   are	   largely	   unaware	   of	   the	   constraints	   and	   aﬀordances	  
invisibly	  constraining	  and	  guiding	  their	  acMons	  and	  pracMces.	  
“The	  everyday	  aspects	  of	  lived	  iden66es…	  may	  be	  rela6vely	  unremarked,	  
unﬁgured,	  out	   of	  awareness, 	  and	   so	  unavailable	  as	  a	   tool	   for	   aﬀec6ng	  
one’s	  own	  behavior…	  [But]	  Ruptures	  of	  the	  taken-­‐for-­‐granted	  can	  remove	  
these	   aspects	   of	   posi6onal	   iden66es	   from	   automa6c	   performance	  and	  
recogni6on	  to	  commentary	  and	  re-­‐cogni6on.”	  
Holland	  et	  al.	  (1998,	  p140-­‐141)
Holland	  et	  al.	  suggest	  it	  is	  the	  moments	  when	  an	  individual	  has	  no	  experience	  of	  
or	   rules	   for	   how	   to	   act	   in	   a	   new	   situaMon	   –	   moments	   of	   rupture	   –	   that	  
improvisaMon	  and	  agency	  can	  occur.	  
“Improvisa6ons	  are	  the	   sort	   of	   impromptu	  ac6ons	   that	   occur	  when	   our	  
past, 	   brought	   to	   the	   present	   as	   habitus,	   meets	   with	   a	   par6cular	  
combina6on	  of	   circumstances	  and	   condi6ons	  for	   which	  we	  have	  no	   set	  
response.	  Such	  improvisa6ons	  are	  the	  openings	  by	   which	  change	  comes	  
about	  from	  genera6on	  to	  genera6on.	  The	  improvisa6ons	  of	   the	  parental	  
genera6on	   are	   the	  beginning	  of	  a	  new	   habitus	   for	   the	  next	   genera6on.	  
Improvisa6ons... 	  are,	  when	  taken	  up	  as	   symbol,	  poten6al	   beginnings	  of	  
an	  altered	  subjec6vity,	  an	  altered	  iden6ty.”	  
Holland	  et	  al.	  (1998,	  p17-­‐18)
Holland	   et	   al.	   emphasise	   that,	   while	   improvisaMons	   represent	   change,	   they	  
remain	   grounded	   in	   exisMng	   sociohistorical	   discourses.	   Hence,	   it	   is	   from	  
orchestraMon	  of	   the	  collecMvely	  held	  and	   compulsory	  discourses	  available	  that	  
an	   individual	   can	   improvise;	   thus,	   the	   possibility	   of	   liberaMon	   as	  well	   as	   the	  
impossibility	  of	  escape	  from	  discursive	  constraints	  exist	  simultaneously.
“The	   same	   semio6c	   mediators,	   adopted	   by	   people	   to	   guide	   their	  
behaviour, 	  that	   may	   serve	   to	   reproduce	   structures	   of	   privilege	  and	   the	  
iden66es,	   dominant	   and	   subordinate, 	   deﬁned	   within	   them,	   may	   also	  
work	  as	  a	  poten6al	   for	   libera6on	   from	  the	  social	   environment.	  ….When	  
individuals	   learn	   about	   ﬁgured	   worlds	   and	   come,	   in	   some	   sense, 	   to	  
iden6fy	   themselves	   in	   those	   worlds,	   their	   par6cipa6on	   may	   include	  
reac6ons	   to	   the	   treatment	   they	   have	   received	   as	   occupants	   of	   the	  
posi6ons	  ﬁgured	  by	  the	  worlds.”	  
Holland	  et	  al.	  (1998,	  p143)
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Thus,	  through	  improvisaMon	  and	  orchestraMon	  of	  discourse,	  ﬁgured	  worlds	  may	  
become	   reﬁgured.	  This	   is	   the	   basis	   of	   agency	  within	   ﬁgured	  worlds	   –	  worlds	  
which	  shape,	  and	  are	  shaped	  by,	  the	  individuals	  within	  them.
This	   thesis	   considers	   the	   interacMon	   between	   individual	   agents	   (female	  
surgeons	   and	   aspiring	   surgeons)	   and	   their	   social	   environment	   (the	   surgical	  
world),	   hence,	   Figured	   Worlds	   as	   a	   theoreMcal	   framework	   confers	   several	  
advantages.	  First,	  Figured	  Worlds	   is	   a	  global	   theory	  of	   self	   and	  society,	  rather	  
than	   a	   speciﬁc	   theory	   of, 	   for	   example,	   learning	   or	   of	   culture.	   This	   allows	  
simultaneous	   examinaMon	   of	   society	   and	   pracMce	   as	   a	   whole.	   Second,	   the	  
Figured	   Worlds	   understanding	   of	   idenMty	   brings	   together	   society	   and	   the	  
individual, 	  and	   permits	   space	  to	   examine	   of	   issues	  of	   gender	   and	  surgery	  at	  a	  
micro-­‐	  and	  macro-­‐level	   simultaneously.	  Third,	  Figured	  Worlds	   is	  notable	  within	  
sociocultural	   theories	   for	   combining	   the	   ‘opMmism	   of	   becoming’	   with	   the	  
‘pessimism	  of	  sociocultural	  determinism’;	  Figured	  Worlds	  is	  an	  ideal	   framework	  
in	  which	  to	  study	  agency	  and	  sociocultural	  change.
Sociocultural	  theories	  of	  learning
The	   thesis	   employs	  Figured	  Worlds	   as	  a	  meta-­‐theory,	  or	   theoreMcal	   umbrella,	  
informing	   research	   quesMons,	   study	   design	   and	   the	   theoreMcal	   stance	   of	   the	  
four	   studies	   conducted.	   However,	   individual	   studies	   within	   the	   thesis	   have	  
drawn	   more	   heavily	   on	   Figured	   Worlds’ 	   theoreMcal	   antecedents,	   including	   a	  
sociocultural	   theory	  of	   learning,	  Wenger’s	  Communi6es	  of	   Prac6ce	   (1998).	   In	  
this	  secMon	  we	  outline	  how	  sociocultural	   theories	  may	  inform	  an	  epistemology	  
of	  learning.	  
It	   is	  important	   to	  highlight	   the	   implicaMons	   of	   a	   sociocultural	   approach	   for	   an	  
epistemology	  of	  learning,	  and	  the	  diﬀerence	  from	  an	  individualist	  epistemology.	  
From	   a	  sociocultural	  perspecMve, 	  learning	  is	   understood	   to	  occur	   through	   the	  
interacMon	  of	  an	  individual	  with	  society,	  via	  parMcipaMon	  or	  pracMce;	  hence,	  it	  is	  
intrinsically	  social.	  This	  separates	  it	  from	  other,	  more	  individualist, 	  perspecMves,	  
which	  treat	   learning	  more	  as	  acquisiMon	  taking	  place	  in	  the	  individual,	  and	  thus	  
memory	  and	  knowledge	  are	  self-­‐held	  and	   ‘owned’	  and,	  further,	  are	  potenMally	  
tradable	   and	   exchangeable.	   In	   social	   learning	   theory,	   learning,	   memory	   and	  
knowledge	   are	   held	   collecMvely	   in	   a	  community	  or	   social	   group.	  To	   delineate	  
this	  further	  we	  may	  highlight	  the	  classic	  disMncMon	  between	  the	  works	  of	  Piaget	  
and	   Vygotsky,	   both	   construcMvist	   in	   their	   approach,	  in	   that	   they	  consider	   the	  
role	  of	  the	  social	  world.	  While	  Piaget	  did	  concern	  himself	  with	  social	  interacMon	  
in	   learning, 	  learning	  remained	  something	  that	  took	  place	  within	   the	  individual,	  
and	  could	  only	  be	  measured	  in	  terms	  of	  what	  the	  individual	  could	  do	  alone,	  as	  a	  
result	   of	   cogniMve	   maturaMon	   or	   reﬂecMve	   abstracMon.	   For	   social	   learning	  
theorists,	   learning	   exists	   and	   can	   only	  exist	   between	   people;	  without	   others	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there	   can	   be	   no	   learning,	  as	   learning	   is	   essenMally	  social	   and	   thus	   exists	   the	  
essenMal	  role	  of	  others	  within	  it.	  Holquist	  goes	  further,	  
“In	   dialogism,	   the	   very	   capacity	   to	   have	   consciousness	   is	   based	   on	  
otherness.	  …in	  dialogism	  consciousness	  is	  otherness.”	  
Holquist	  (2002,	  p18)
Hence,	  the	  ‘mind’	  or	  locus	  of	  learning	  therefore,	  in	  a	  sociocultural	  perspecMve	  is	  
not	  merely	   found	   in	   the	  individual, 	  but	   between	  people	  in	   dialogue.	  Learning	  
can	  also	  be	  held	  and	  mediated	  by	  arMfacts	  or	   cultural	   tools;	  a	  surgical	  example	  
of	  this	  is	  the	  scalpel, 	  which	  Bleakley	  et	  al.	  (2011)	  frame	  as	  “a	  concrete	  example	  
of	  distributed	  cogniMon”	  whereby	  progression	  of	  experMse, 	  of	  experimentaMon	  
with	   diﬀerent	   shapes,	   materials	   and	   uses	   are	   held	   within	   a	   set	   of	   objects	  
distributed	   between	   individuals.	  Here, 	  while	   intended	  purpose	  and	   the	  human	  
hand	   determine	  the	   shape	  of	  the	  scalpel,	  the	   scalpel	   also,	  dialogically,	  shapes	  
the	  hand,	  in	  that	  surgeons,	  through	  the	  scalpel,	  learn	  to	  make	  eﬀecMve	  incisions	  
using	  their	   hands. 	  Holland	   et	  al.,	  drawing	  on	  the	  concepts	  of	  BakhMn,	  put	   it	   in	  
terms	  of	  ‘self-­‐authoring’	  oneself	  into	  existence:
“The	   self	   is	   a	   posi6on	   from	   which	  meaning	   is	  made,	   a	   posi6on	   that	   is	  
“addressed”	  by	  and	  “answers”	  others	  and	  the	  “world”	   (the	  physical	  and	  
cultural	  environment). 	  In	  answering	  (which	   is	   the	  stuﬀ	  of	  existence),	  the	  
self	  “authors”	  the	  world	  –	  including	  itself	  and	  others.”	  
Holland	  et	  al.	  (1998,	  p173)	  
In	   this	   sense,	   learning	   is	   ‘change’ 	   in	   the	   ﬁgured	   world,	   whether	   change	   of	  
oneself,	  of	   others,	   or	   of	   a	   pracMce.	   If	   learning	   is	   change,	   then,	   for	   example,	  
medical	  students	   learn	  more	  than	  a	  medical	  school’s	  formal	   curriculum	  during	  
their	  Mme	  at	  university.	  This	  idea	  has	  been	  framed	  within	  medical	  educaMon	  as	  
the	  ‘hidden	   curriculum’,	  which	  Haﬀerty	  and	  Haﬂer	   (2011)	  have	  deﬁned	  as	   the	  
culture,	  beliefs,	  and	   behaviours	  enacted	  by	  those	  within	   a	  community,	  passed	  
to	   students, 	   who	   subsequently	   enact	   it	   themselves.	   Another	   sociocultural	  
learning	  theorist, 	  Wenger	  further	  emphasises	  this	  idea	  of	  situated	  learning	  that	  
is	  socioculturally	  mediated:	  
“No	  ma@er	   what	   is	   said,	   taught,	   prescribed,	   recommended,	  or	   tested,	  
newcomers	   are	  no	   fools;	  once	  they	   have	   actual	   access	   to	   the	   prac6ce,	  
they	  soon	  ﬁnd	  out	  what	  counts.”	  
Wenger	  (1998,	  p156)
Indeed,	  Communi6es	  of	  Prac6ce	  may	  be	  said	  to	  be	  a	  true	  sociocultural	  theory	  of	  
learning,	  in	   that	   it	   concerns	   itself	  primarily	  with	   learning,	  whereas	  the	  Figured	  
Worlds	   framework	   may	   be	   considered	   a	   global	   theory.	   In	   Communi6es	   of	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Prac6ce,	   in	   accordance	   with	   sociocultural	   theories,	  the	   interacMon	  of	   the	   self	  
with	   the	   social	   world	   is	   essenMal	   for	   change, 	   and	   Wenger	   terms	   this	  
‘parMcipaMon’.	  Learners	  may	  be	  seen	  to	  have	  a	  ‘trajectory’ 	  within	  a	  community	  
of	   pracMce,	  wherein,	   through	   parMcipaMon,	  they	   progress	   in	   competency	   and	  
legiMmacy,	  both	  of	  which	   are	  conMnually	  negoMated	  within	   the	  community.	   In	  
Communi6es	   of	   Prac6ce, 	   idenMty	   is	   very	   important;	   again,	   it	   is	   a	   dynamic	  
concept, 	  which	  occurs	  by	  three	  ‘modes	  of	  idenMﬁcaMon’	  idenMﬁed	  by	  Wenger:	  
imaginaMon,	   whereby	   individuals	   envisage	   themselves	   as	   a	   member	   of	   a	  
community;	   parMcipaMon,	   whereby	   they	   engage	   with	   the	   pracMces	   of	   the	  
community;	   and	   ﬁnally,	   alignment,	   whereby	   they	   uncover	   and	   adopt	   the	  
community’s	   values.	   There	   are	   clear	   parallels,	   then,	   with	   Figured	   Worlds’	  
concept	   of	   idenMty	  in	   that, 	  fundamentally, 	  idenMty	  is	   ‘idenMty	  in	  pracMce’	  and	  
occurs	   through	   the	   interacMon	  of	  the	  self	   and	   society.	  Indeed,	  Wenger	   (2010)	  
sMpulates	   that	   Communi6es	   of	   Prac6ce	   is	   compaMble	  with	   a	  myriad	   of	   other	  
sociocultural	  theories	  in	  what	  he	  terms	  a	  ‘plug	  and	  play’	  relaMonship.
Sociocultural	  perspec8ves	  of	  gender	  and	  feminism
In	  society,	  when	  we	  talk	  of	  gender,	  of	  men	  and	  women,	  it	  usually	  refers	  directly	  
to	  biological	  sex.	  In	  this	  commonly-­‐held	  sense, 	  people	  can	  be	  either	   a	  man	  or	  a	  
woman,	  a	  categorisaMon	  understood	  to	  be	  based	  on	  their	  anatomy:	  “a	  person	  is	  
a	  gender,	  and	   is	  one	  in	   view	  of	  his	  or	  her	   sex”	   (Butler	  2007).	  Ontologically	  this	  
assumes	  that	  the	  body,	  and	  gender,	  exist	   independently	  of	  the	  social	  world.	  So	  
widely	  held	  is	  this	  perspecMve,	  it	  has	  been	  termed	  hegemonic.	  It	  forms	  the	  basis	  
of	   the	  vast	  majority	  of	   the	  literature	  on	  gender	   in	  medical	  educaMon	  (Bleakley	  
2013).	   A	   sociocultural	   perspecMve	   considers	   gender	   as	   a	   discourse,	   which	  
becomes	   internalised,	   in	   a	   manner	   akin	   to	   Vygotsky’s	   concept	   of	   the	  
development	   of	   higher	   cogniMve	   funcMon	   via	   semioMc	   mediaMon. 	  To	   extend	  
this,	  discourses	  of	  gender,	  too,	  become	  ‘fossilised’.	  It	   is	  with	  this	  perspecMve	  on	  
gender	  that	  contemporary	  feminism	  is	  concerned.
In	  what	  have	  retrospecMvely	  been	   termed	   ‘three	  waves’,	  feminism	  has	  evolved	  
over	   the	   the	   past	   century	   to	   consider	   gender	   as	   discursive.	   Feminism’s	   ‘ﬁrst	  
wave’	   was	   prominent	   in	   the	   early	   twenMeth	   century,	   when	   suﬀrage`es	  
campaigned	   for	   extending	  the	  vote	  to	  women.	  By	  the	  middle	  of	   the	  twenMeth	  
century,	   suﬀrage	   had	   been	   extended	   to	   women	   in	   most	   countries,	   and	   the	  
‘second	  wave’	  of	  feminism	  considered	  more	   the	  equality	  of	  opportunity	  in	   the	  
workplace	  and	  home,	  and	  wider	   issues	  of	  social	   jusMce.	  Further,	  the	  advent	   of	  
the	  contracepMve	  pill	   provided	   a	  focus	   for	  women	   to	   campaign	   for	   control	   of	  
their	   reproducMve	   capabiliMes.	   ‘Third	   wave’	   or	   poststructuralist	   feminism	  
emerged	   in	   the	   1980s	   from	   consideraMon	   of	   gendered	   discourse.	   Butler’s	  
inﬂuenMal	   book	  Gender	   Trouble	   (1990),	  published	   at	   the	   end	   of	   that	   decade,	  
criMqued	   “the	   assumpMon	   that	   the	  term	  women	  denotes	  a	  common	  idenMty”.	  
Her	   ideas	   stemmed	   from	   the	   insight	   that	   the	   placement	   of	   ‘women’	  as	   the	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subjects	  of	  feminism	  compounded	  the	  issue,	  through	  reproducing	  the	  gendered	  
discourses	  from	  whose	  grasp	  feminists	  were	  seeking	  emancipaMon.
Butler	  developed	  a	  perspecMve	  of	  gender	  as	  performaMve;	  people	  do	  gender,	  in	  
contrast	  to	  simply	  being	  either	  a	  man	  or	  a	  woman.	  In	  this	  sense,	  people	  learn	  to	  
‘do	  gender’	  as	  discourses	  of	  gender	  become	  internalised	  and	  hence	  ‘wri`en’	  on	  
the	   body	   –	   ‘fossilised’.	   This	   idea	   necessitated	   an	   ontological	   shin	   from	   the	  
hegemonic	  model,	   and	  certainly	  the	  medical	  model, 	  of	   the	   body.	   If	   gender	   is	  
considered	   performaMve,	   the	   body’s	   reality	   is	   consMtuted	   by	   bodily	   acts;	   the	  
body	  cannot	   be	   said	   to	   exist	   outside	  of	   performance,	   outside	   of	   what	   Butler	  
terms	  “fabricaMons”.	  Gender,	  then,	  is	   the	  learned	  enactment	  of	  sociohistorical	  
discourses	  collecMvely-­‐held	  within	  a	  culture.
The	   hegemonic	   nature	   of	   the	   prevailing	   discourses	  of	   gender	   and	   femininity,	  
notably	  of	  gender	  in	  terms	  of	  biology,	  make	  it	  diﬃcult	  to	  communicate	  research	  
that	   considers	   gender	   in	   terms	   of	   discourse.	   This	   is	   especially	   true	   when	  
represenMng	   narraMves	   of	   individuals	   who	   construct	   gender	   idenMMes	   within	  
the	  hegemonic	  discourse.	  While	  this	  thesis	  draws	  on	  poststructuralist	  feminism,	  
its	  studies	  are	  situated	   in	  the	  ﬁeld	   of	  medical	  educaMon;	  hence,	  pragmaMcally,	  
this	   necessitates	   adopMng	   hegemonic	   discourse	   to	   communicate	   to	   the	  
commonly	   held	   sense	   of	   gender,	   for	   example	   by	   referring	   to	   ‘women’ 	   and	  
‘female’	  as	  common	  idenMMes.	  
There	   are	   direct	   parallels	   between	   discursive	   theories	   of	   poststructuralist	  
feminism	   and	   Figured	   Worlds,	   and	   Holland	   et	   al.’s	   discussion	   of	   hegemonic	  
gender	  discourses	  illustrates	  how	  the	  two	  overlap:
“These	   feminist	   cri6ques	   see	   many	   cultural	   discourses	   as	   imposi6ons,	  
pushing	   women	   and	   men	   to	   behaviour	   compa6ble	   with	   the	   structures	  
and	   ins6tu6ons	   that	   favour	   members	   of	   one	   social	   category	   over	  
another.	   Feminists,	   then, 	   provide	   yet	   another	   basis	   for	   suspec6ng	  
descrip6ons	   of	   seemingly	   holis6c,	   coherent,	   integrated	   cultures.	   They	  
ask:	  Whose	  accounts	  of	  “the”	  culture	  is	  being	  privileged?	  Whose	  view	   is	  
being	  constructed	  as	  though	  it	  were	  the	  only	  one?	  And	  they	  answer:	  “Not	  
the	  view	  of	  those	  in	  posi6ons	  of	  restricted	  privilege.”	  Accounts	  of	  culture	  
that	  ignore	  the	  importance	  of	  social	  posi6on	  surrep66ously	  par6cipate	  in	  
the	  silencing	  of	  those	  who	  lack	  privilege	  and	  power.”	  
Holland	  et	  al.	  (1998,	  p25)
Whilst	  many	  scholars’	  primary	  research	  focus	  is	  gender	  itself, 	  the	  primary	  focus	  
of	   this	   thesis	   is	   surgical	   culture,	   and	   the	   discourses	   and	   processes	   of	  
idenMﬁcaMon	  to	   be	  explored	   therein.	  Importantly,	  the	   studies	  in	   this	   thesis	  do	  
not	  originate	  from	  an	  explicitly	  feminist	   stance,	  but	   rather	   from	  a	  sociocultural	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perspecMve,	   in	   which	   discourses	   and	   embodiment	   of	   gender	   are	   considered	  
aspects	   of	   ‘culture	   in	   pracMce’.	   However,	   to	   explore	   gender	   from	   such	   a	  
perspecMve,	  using	  the	  sociocultural	  theories	  outlined	  above,	  is	  to	  adopt	  many	  of	  
the	   concepts	   of	   poststructuralist	   feminism;	   indeed,	   these	   ideas	   undoubtedly	  
contributed	   to	   this	   thesis.	  Both	   the	  research	   quesMons	   and	  the	  study	  ﬁndings	  
could	  be	  said	  to	  address,	  and	  may	  be	  idenMﬁed	  by	  many	  as,	  a	  feminist	  research	  
agenda;	  yet	  this	  is	  not	  the	  stance	  from	  which	  this	  thesis	  originates.	  AdopMng	  a	  
primarily	  feminist	  stance	  when	  seeking	  to	  understand	  a	   complex	   problem	  has	  
many	  strengths.	  It	  is	  possible	  to	  privilege	  the	  voices	  and	  posiMons	  of	  those	  most	  
onen	   silenced	   by	   the	   dominant	   masculine	   voices	   and	   discourses.	   Equally,	   it	  
allows	   blurring	   of	   disMncMons	   due	   to	   gender	   and	   ‘making	   strange’	   the	  
phenomenon	  under	  study	  (Kuper	  et	  al.	  2013).	  However,	  it	  also	  comes	  at	  a	  cost	  –	  
automaMcally	  focusing	  the	  research	  on	  gendered	  phenomena.	  In	  this	  thesis,	  the	  
culture,	  discourses	  and	  processes	  of	  idenMﬁcaMon	   are	  of	   primary	  interest.	  This	  
includes	  how	   gender	   interacts	  with	  and	  mediates	  these,	  but	  not	   solely	  how	   it	  
does;	   it	   is	  the	  interacMon	  and	   complex	  interplay	  of	   power,	  class,	  background	  –	  
of	   history-­‐in-­‐person,	   and	   its	   interacMon	   with	   the	   ﬁgured	   world	   –	   that	   is	   the	  
focus	   of	   this	   thesis.	   Allowing	   gender	   to	   emerge	   from	   data	   via	   subsequent	  
analysis	  represents	  a	  be`er	  posiMon	  from	  which	  to	  understand	  this	  complexity.
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Thesis	  overview
Thesis	  aims
By	   employing	   a	  sociocultural	   perspecMve,	  this	   thesis	   seeks	   to	   explore	   surgical	  
culture	   –	   the	   ﬁgured	   world	  of	   surgery.	   In	   doing	  so,	   the	   studies	   seek	  to	   learn	  
about	  the	  discourses	  of	   the	  surgical	  world,	  and	  the	  ways	   in	  which	  women	   are	  
posiMoned,	  and	  posiMon	  themselves,	  within	  those	  discourses.	  Such	  an	  approach	  
aims	  to	  to	  be`er	  explain	  why	  women	  are	  under-­‐represented	  in	  surgery.	  
More	  speciﬁcally,	  the	  studies	  contained	  in	  this	  thesis	  aim	  to	  understand	  medical	  
students’	  experiences	  of	  surgery	  and	  their	  percepMons	  of	  surgery	  and	  surgeons.	  
This	  will	   inform	  a	  sociocultural	  analysis	  of	  the	  push	  and	  pull	   factors	   inﬂuencing	  
pursuit	   of	  a	  surgical	  career	   trajectory	  and	   the	  culture	  of	  surgery.	  Extending	  this	  
sociocultural	   criMque	   into	   issues	   of	   gender	   will	   permit	   exploraMon	   of	   female	  
surgeons’	  experiences	  and	  idenMMes	  and	  of	  why	  women	  conMnue	  to	   be	  under-­‐
represented	   in	   surgery.	   Fulﬁlment	   of	   these	   aims	   would	   make	   it	   possible	   to	  
inform	  naMonal	  policy	  development,	  to	   be`er	   support	  aspiring	   surgeons,	  both	  
male	  and	   female,	  and	   to	  be`er	   support	   women	   already	   in	  surgical	   training	  or	  
pracMce.
In	   summary,	   this	   thesis	   seeks	   to	   explore	   the	   culture	   of	   the	   ﬁgured	   world	   of	  
surgery,	   how	   individuals	   experience	   this,	   and	   how	   certain	   groups,	   and	  
speciﬁcally 	   women,	   are	   posiMoned	   within	   this	   culture. 	   Further, 	   it	   seeks	   to	  
examine	  how	  individuals	  idenMfy	  within	  the	  ﬁgured	  world	  of	  surgery.
Context
This	   research	   was	   undertaken	   within	   The	   University	   of	   Manchester	   and	  
aﬃliated	   UK	   NaMonal	   Health	   Service	   (NHS)	   hospitals.	   Manchester	   Medical	  
School	   is	  a	   large	  UK	  medical	   school	   with	  approximately	   450	  medical	   students	  
per	   year	   of	   a	   ﬁve	   year	   undergraduate	   curriculum.	   There	   are	   two	   pre-­‐clinical	  
years,	   which	   include	   ‘early	   experience’	   of	   clinical	   care	   in	   hospital	   and	  
community	   seungs.	   Thereaner	   follow	   three	   clinical	   years	   based	   in	   teaching	  
hospital,	   district	   general	   hospitals	   and	   community	   seungs,	   with	   the	   ﬁrst	  
surgical	   placement	   coming	   in	   third	   year.	  Manchester	   also	   has	   a	   pre-­‐medical	  
course	   for	   those	   wishing	   to	   transiMon	   to	   medical	   school	   but	   without	   the	  
required	  science	  entry	  requirements. 	  It	   is	  also	   relaMvely	  common	   for	   students	  
to	   ‘intercalate’,	   taking	   a	   year	   out	   of	   medical	   school, 	   to	   pursue	   a	   specialist	  
Bachelors, 	  Masters	  or,	  rarely,	  a	  Doctoral	  degree.	  Importantly	  for	   consideraMon	  
of	   surgical	   careers,	  Manchester	   has	   an	   acMve	  undergraduate	   surgical	   society.	  
Named	  ‘Scalpel’, 	  this	  organisaMon	   runs	  careers	  lectures	  and	  events	  and	  acMvely	  
promotes	  surgery	  as	  a	  career	   opMon	  to	  male	  and	  female	  students.	  Manchester	  
has	  similar	  socieMes	  for	  other	  careers,	  such	  as	  oncology	  and	  dermatology.
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Postgraduate	  surgical	  training	  in	   the	  UK	  has	  undergone	  large	  scale	  change	  over	  
the	   past	   decade, 	  which	   has	   included	   several	   revisions	   of	   the	   post-­‐graduate	  
surgical	   training	   pathways.	   Aner	   graduaMon	   from	   medical	   school	   there	   is	  
currently	   a	   recommended	   surgical	   career	   trajectory	   (Table	   1).	   Each	   stage	  
requires	   compeMMve	   applicaMon,	  meaning	  many	  aspiring	  surgeons	   take	   years	  
‘out-­‐of-­‐programme’	  to	   build	   their	   compeMMveness	   through	   research,	  teaching	  
or	   extra	   training.	   It	   is	   also	   possible	   to	   train	   part-­‐Mme	   for	   all	   or	   some	   of	   the	  
training.	   Diﬀerent	   surgical	   subspecialMes	   vary	   in	   training	   length. 	   Therefore,	  
combining	   these	   factors, 	   the	   length	   of	   surgical	   training	   can	   vary	   between	  
trainees	   depending	   on	   their	   individual	   route.	   The	   greatest	   ‘bo`lenecks’	   to	  
advancement	   along	   this	   trajectory	   have	   changed	   with	   each	   overhaul	   of	   the	  
training	  pathway.	  At	   the	  moment,	  this	  falls	  between	  Core	  Surgical	  Training	  and	  
Specialty	  Training	   (Table	   1),	  with	   an	   applicaMon	   raMo	   of	   ﬁve	   core	   trainees	   to	  
every	  two	  specialty	  trainee	  posts	  (McNally	  2012). 	  There	  have	  also	  been	  trainees	  
caught	   between	   training	   pathway	   overhauls,	   who	   have	   been	   forced	   to	   be	  
innovaMve	   with	   their	   own	   route.	   There	   are	   also	   ‘staﬀ-­‐grade’	   and	   ‘associate	  
specialist-­‐grade’ 	   (SAS)	   posts.	   SAS	   doctors,	   previously	   called	   ‘non-­‐training’	  
grades,	  train	  outside	  the	  tradiMonal	  year-­‐by-­‐year	  advancement	  pathway.	  
Length Grade	  /	  stage
Medical	  school 5	  years +/-­‐	  BSc/Masters/PhD
+/-­‐	  sabbaMcals
CompeMMve	  applicaMon
Founda8on	  training 2	  years +/-­‐	  sabbaMcals
CompeMMve	  applicaMon
Core	  surgical	  training 2	  years +/-­‐	  sabbaMcals
CompeMMve	  applicaMon
Specialist	  surgical	  training 5-­‐7	  years
depends	  on	  surgical	  specialty
+/-­‐	  fellowships	  
+/-­‐	  higher	  degrees
+/-­‐	  sabbaMcals
CompeMMve	  applicaMon
Consultant	  post Remainder	  of	  career
Table	  1	  -­‐	  Outline	  of	  the	  UK	  surgical	  career	  pathway
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UK	   surgical	   training	   is	   overseen	   by	   three	   Royal	   Colleges	   of	   Surgeons	   (RCS	   –	  
variously	   of	   England,	  Edinburgh	   and	   Glasgow),	   bodies	   whose	   membership	   is	  
governed	  by	  a	  membership	  exam,	  the	   intercollegiate	  MRCS. 	  An	  idiosyncrasy	  of	  
BriMsh	   surgical	   training	   is	   that,	   once	   surgeons	   have	   taken	   their	   membership	  
exams	   they	  tradiMonally	  stop	   using	   ‘Dr’	  as	   a	  form	  of	   address	  and	   readopt	   the	  
Mtle	   ‘Mr’, 	  or	   ‘Miss’,	   ‘Mrs’	  or	   ‘Ms’	   for	   females.	  This	  tradiMon	   dates	  back	  to	   the	  
sixteenth	   century,	  when	   physicians	   alone	  were	   enMtled	   to	   pracMce	  medicine	  
and	   to	   use	   the	   Mtle	   ‘Dr’.	   Henry	   VIII	   established	   the	   Company	   of	   Barber-­‐
Surgeons,	   the	  predecessor	  of	   the	  modern-­‐day	  RCS;	  hence, 	  the	   idiosyncrasy	  of	  
renouncing	   the	   Mtle	   of	   ‘Dr’	   upon	   membership	   of	   the	   RCS	   remembers	   the	  
disMnct	   provenance	   of	   surgery	   as	   a	   trade	   guild.	   The	   UK	   has	   a	   naMonal	  
organisaMon	   called	   ‘Women	   in	   Surgery’,	  based	  within	   the	   RCS,	  whose	  mission	  
statement	   is	   “To	   encourage,	   enable	   and	   inspire	  women	   to	   fulﬁl	   their	   surgical	  
ambiMons”. 	   This	   organisaMon	   promotes	   networking	   as	   a	   way	   to	   encourage	  
female	   medical	   students	   to	   engage	   in	   surgical	   careers,	   and	   support	   female	  
surgeons	  at	  all	  levels	  of	  training.	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Chapter	  outlines	  and	  research	  ques8ons
This	  thesis	  comprises	  seven	  chapters	  exploring	  surgical	  culture	  and	  its	  inﬂuence	  
on	   career	   decisions,	   with	   a	   special	   focus	   on	   women	   in	   surgery.	  As	   this	   PhD	  
thesis	  includes	   ﬁve	   individual	  papers	  published	  within	  research	   journals,	  some	  
repeMMon	  of	  subject	  ma`er	  between	  chapters	  was	  unavoidable.
Chapter	  2	  comprises	  the	  ﬁrst	  empirical	   study	  of	   this	   thesis.	  The	  study	  seeks	   to	  
answer	   the	   research	   quesMons:	   what	   are	   medical	   students’	   experiences	   of	  
surgery?	  And,	  what	  is	  the	  role	  of	  paradigmaMc	  trajectories?	  The	  empirical	  study	  
consists	   of	   a	   qualitaMve	   analysis	   of	   semi-­‐structured	   interviews	   with	   medical	  
students,	  both	  male	  and	  female,	  regarding	  their	  experiences	  at	  medical	  school.	  
The	  data	  analysis	  makes	  use	  of	  the	  concept	  of	   ‘paradigmaMc	  trajectories’ 	  from	  
Communi6es	   of	   Prac6ce	   (Wenger	   1998).	   Hence,	   the	   chapter	   represents	   a	  
sociocultural	  analysis	  of	  how	  medical	  students	  experience	  the	  surgical	  world.	  
Published	   as:	   Hill	   EJR,	   Vaughan	   S	   (2013).	   The	   only	   girl	   in	   the	   room:	   how	  
paradigma6c	   trajectories	   deter	   female	   students	   from	   surgical	   careers.	   Med	  
Educ,	  47(6):547-­‐56.
	   	  
Chapter	   3	   reports	   another	   empirical	   study	   exploring	   medical	   students’	  
thoughts,	  beliefs	   and	  experiences	   regarding	  career	   decisions	  and	   surgery.	  The	  
study	  seeks	   to	   answer	   the	  research	   quesMon:	   is	   there	  a	  hidden	   curriculum	  of	  
surgical	  careers?	  And,	  if	  so,	  how	  do	  medical	   students	  encounter	   and	  negoMate	  
this,	  and	   what	   inﬂuence	   does	   it	   have	   on	   who	   chooses	   a	   surgical	   career?	   An	  
exploratory	  quesMonnaire	  informed	  the	  discussion	  schedule	  for	  semi-­‐structured	  
individual	   interviews.	   Data	   collecMon	   and	   analysis	   were	   iteraMve	   using	  
construcMvist	   grounded	   theory,	   with	   analysis	   following	   each	   interview,	   and	  
guiding	   adaptaMon	   of	   our	   discussion	   schedule	   to	   further	   our	   evolving	  model.	  
This	  chapter	  builds	  upon	  Chapter	  2,	  in	  that	   it	  explores	   in	  more	  detail,	  using	  the	  
concepts	  of	  Bourdieu,	  how	  students	  encounter	   and	  negoMate	  surgery’s	  ‘culture	  
in	  pracMce’.
Published	  as:	  Hill	  EJR, 	  Bowman	  KA,	  Stalmeijer	  RE,	  Hart	   J	   (2014).	  You’ve	  got	   to	  
know	   the	   rules	   to	   play	   the	  game:	  how	  medical	   students	   nego6ate	   the	  hidden	  
curriculum	  of	  surgical	  careers.	  Med	  Educ,	  In	  Press.
Chapter	  4	   is	  an	   empirical	   study	  that	   explores	  medical	   students’	  percepMons	  of	  
surgery	   and	   surgeons,	   and	   how	   these	   inﬂuence	   their	   ideas	   about	   surgical	  
careers.	  Exploratory	  free-­‐text	  quesMonnaires	  were	  administered	  to	  a	  purposive	  
sample	  of	  students	  to	  capture	  percepMons	  of	  surgeons	  and	   surgery.	  Analysis	  of	  
quesMonnaire	  data	  was	  used	  to	  develop	  a	  schedule	  for	   in-­‐depth	  semi-­‐structured	  
individual	   interviews,	   exploring	   students’	   percepMons	   in	   greater	   detail.	  
Discourse	  analysis	  was	  used	  to	  elucidate	  the	  sociocultural	  eﬀects	  of	  stereotypes	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on	   career	   decisions.	  This	  complements	  Chapters	  2	   and	   3,	  by	  examining	  more	  
closely	  students’	  understanding	  of	  the	  surgical	  world.
Submi7ed	  as:	  Hill	  EJR,	  Bowman	  KA,	  Stalmeijer	  RE,	  Solomon	  Y,	  Dornan	  T	  (2014).	  
Can	  I	  cut	  it?	  Medical	  students’	  percep6ons	  of	  surgeons	  and	  surgical	  careers.
Chapter	  5	   is	   a	   commentary	  piece, 	  published	   to	   accompany	  a	  meta-­‐analysis	   of	  
gender	   and	   medical	   students’	   career	   intenMons	   (van	   Tongeren-­‐Alers	   et	   al.	  
2014).	   The	   commentary	   explores	   potenMal	   sociocultural	   explanaMons	   for	  
diﬀerenMal	   career	  preferences	  amongst	   male	   and	   female	  medical	   students.	   In	  
this	  sense	  it	  embeds	  the	  ﬁndings	  of	  both	  Chapters	  2-­‐4	  in	  the	  wider	   literature,	  as	  
well	   as	  including	  a	  sociocultural	  criMque	  of	  previous	  medical	   educaMon	  papers	  
on	   ‘career	  choice’.	  Drawing	  a	  contrast	   between	   individualist	  and	   sociocultural,	  
and	   hence	   determinisMc, 	   theories,	   the	   commentary	   quesMons	   the	   extent	   to	  
which	   students	   are	   ‘free’	   to	   ‘choose’	   a	  career.	   In	   parMcular,	   it	   discusses	  how	  
sociocultural	  constraints	  aﬀect	   individuals	  diﬀerently,	  and	  how	  such	  constraints,	  
for	   example	  diﬀerenMal	  access	  to	  parMcipaMon,	  may	  inﬂuence	  the	  career	  paths	  
accessible	  to	  students.
Published	  as:	  Hill	  EJR,	  Giles	  JA	  (2014).	  Career	  decisions	  and	  gender:	  the	  illusion	  
of	  choice?	  Perspect	  Med	  Educ,	  In	  Press.
Chapter	   6,	   the	   ﬁnal	   study, 	  uses	   Figured	   Worlds	   explicitly	   to	   focus	   on	   those	  
women	  who	  do	   pursue	  a	  surgical	  career,	  asking	  how	   they,	  as	  female	  surgeons,	  
self-­‐narrate	  their	  idenMMes. 	  This	  chapter	  builds	  on	  Chapters	  2-­‐5,	  which	  raise	  the	  
issue	  of	  sociocultural	  constraints	  to	  a	  career	  in	  surgery	  acMng	  on	  some	  students,	  
to	   examine	   the	   idenMMes	  of	  women	  who	   have	  decided	   to	   engage	   in	  a	  surgical	  
career.	   The	   study	   comprises	   ﬁneen	   individual	   interviews	   with	   women	  
throughout	   surgical	   careers,	   from	   medical	   students	   aspiring	   to	   surgery	   to	  
senior	   consultant	   surgeons. 	  Data	  were	   explored	   via	  discourse	   analysis	  with	   a	  
priori	   themes	   derived	   from	   the	   literature	   on	   women	   in	   surgery	   and	   Figured	  
Worlds.	  The	  study	  seeks	  to	  understand	  parMcipants	  experiences	  of	  surgery, 	  and	  
how	  they	  posiMoned	  themselves,	  and	  were	  posiMoned	  by	  others, 	  in	  the	  surgical	  
world,	  and,	  further,	  what	  ‘idenMty	  work’	  they	  engaged	  in	  to	  do	  this.	  
Submi7ed	  as:	  Hill	  EJR,	  Solomon	  Y,	  Dornan	  T,	  Stalmeijer	  RE	  (2014).	  You	  become	  a	  
man	  in	  a	  man’s	  world:	  is	  there	  discursive	  space	  for	  women	  in	  surgery?
Chapter	   7	   provides	   an	   integrated	   discussion	   of	   Chapters	   2-­‐6.	   Speciﬁcally,	   it	  
reﬂects	  on	  the	  ﬁndings	  from	  each	  study,	  and	  aims	  to	  synthesise	  their	  ﬁndings	  to	  
demonstrate	  what	   this	   thesis,	   as	   a	  whole, 	  adds	   to	   the	   body	   of	   literature;	   it	  
situates	   this	   thesis	   in	   the	   ﬁeld	   of	   gender	   and	   surgical	   culture,	   and	   makes	  
recommendaMons	  for	  both	  pracMce	  and	  future	  research.
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Abstract
Objec;ves	  
Over	   60%	   of	   UK	  medical	   students	   are	   female,	   yet	   only	  33%	   of	   applicants	   to	  
surgical	   training	  are	  women.	  Role	  modelling,	  diﬀering	  educaMonal	  experiences	  
and	   disidenMﬁcaMon	   in	   female	   medical	   students	   have	   been	   implicated	   in	   this	  
disparity.	  We	   are	  yet	   to	   fully	   understand	   the	  mechanisms	   that	   link	  students’	  
experiences	   with	   naMonal	   trends	   in	   career	   choices.	   We	   employ	   a	   hitherto	  
unused	   concept	   from	   the	   theory	   of	   Communi6es	   of	   Prac6ce:	   paradigmaMc	  
trajectories. 	  These	  are	  visible	   career	   paths	  provided	   by	   a	  community	  and	   are	  
cited	  by	  Wenger	   (1998)	  as	  potenMally	  the	  most	   inﬂuenMal	   factors	   shaping	   the	  
learning	  of	  newcomers.	  We	  pioneer	  the	  use	  of	  this	  theoreMcal	  tool	  in	  answering	  
the	  research	  quesMon:	  How	  do	  paradigmaMc	  trajectories	  shape	  female	  medical	  
students’	  experiences	  of	  surgery	  and	  subsequent	  career	  intenMons?
Methods	  
This	  qualitaMve	  study	  comprised	  a	  secondary	  analysis	  of	  data	   sourced	  from	  19	  
clinical	   medical	   students.	   During	   individual,	   in-­‐depth,	   semi-­‐structured	  
interviews,	   we	   explored	   these	   students’	   experiences	   at	   medical	   school.	   We	  
carried	   out	   themaMc	   analysis	   using	  sensiMsing	   concepts	   from	   communiMes	   of	  
pracMce	  theory,	  notably	  that	  of	  ‘paradigmaMc	  trajectories’.
Results
Female	   students’	   experiences	   of	   surgery	  were	   strongly	  gendered;	   they	  were	  
posiMoned	   as	   ‘other’ 	   in	   the	   surgical	   domain.	   Four	   key	   processes	   –	   seeing,	  
hearing,	   doing	   and	   imagining	   –	   facilitated	   the	   formaMon	   of	   paradigmaMc	  
trajectories, 	   on	   which	   students	   could	   draw	   when	   making	   career	   decisions.	  
Female	  students	  were	  unable	   to	  see	  or	   idenMfy	  with	   other	  women	   in	  surgery.	  
They	  heard	  about	   challenges	  to	  being	  a	   female	   surgeon,	  lacked	  experiences	  of	  
parMcipaMon,	   and	   struggled	   to	   imagine	   a	   future	   in	   which	   they	   would	   be	  
successful	  surgeons.	  Thus,	  based	  on	  paradigmaMc	  trajectories	  constructed	  from	  
exposure	  to	  surgery,	  they	  self-­‐selected	  out	  of	  surgical	  careers.	  By	  contrast,	  male	  
students	  had	  experiences	  of	  ‘hands-­‐in’	  parMcipaMon	  and	  were	  not	  marginalised	  
by	  paradigmaMc	  trajectories.
Conclusions	  
The	   concept	   of	   the	   paradigmaMc	   trajectory	   is	   a	   useful	   theoreMcal	   tool	   with	  
which	   to	   understand	   how	   students’ 	   experiences	   shape	   career	   decisions.	  
ParadigmaMc	  trajectories	  within	   surgery	  deter	   female	  students	  from	  embarking	  
on	  careers	  in	  surgery.
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Introduc:on
Over	   60%	   of	   UK	  medical	   students	   are	   female,	   yet	   only	  33%	   of	   applicants	   to	  
surgical	   training	   are	   women	   (Greatorex	   &	   Saraﬁdou	   2010;	   NHS	   Health	   and	  
Social	  Care	  InformaMon	  Centre	  2011;	  McNally	  2012). 	  This	  pa`ern	  is	  mirrored	   in	  
many	  countries,	  yet	  we	  do	  not	  fully	  understand	  the	  reasons	  why	  fewer	  women	  
enter	   careers	   in	   surgery.	   Diﬀering	   experiences,	   access	   to	   role	   models	   and	  
idenMty	  formaMon	  are	  likely	  to	  be	  important	   in	  explaining	  this	  disparity	  (Babaria	  
et	  al.	  2011;	  Ravindra	  &	  Fitzgerald	  2011;	  Peters	  et	  al.	  2012).
Female	   students	   have	   diﬀerent	   educaMonal	   experiences	   to	   their	   male	   peers	  
(Babaria	   et	   al.	   2011),	   and	   it	   has	   been	   shown	   that	   within	   medical	   educaMon	  
women	   are	   signiﬁcantly	   more	   likely	   to	   suﬀer	   sexual	   harassment	   or	   abuse	  
(Oancia	   et	   al.	   2000;	   McAvoy	   2003;	   Hinze	   2004;	   Wi`e	   et	   al.	   2006;	   Rees	   &	  
Monrouxe	   2011).	   ‘Subtle’	   or	   everyday	   sexism	   has	   a	   less	   overt,	   but	   arguably	  
greater,	   impact	   on	   students’	  experiences.	  The	   cumulaMve	   eﬀect	   of	   repeMMve	  
moments	  of	  inequity,	  onen	  too	  minor	  to	  be	  challenged	  easily,	  results	  in	  feelings	  
of	   not	   belonging	   (Beagan	   2001). 	  Barbaria	   et	   al.	   (2011)	   explored	   this	   further,	  
creaMng	  a	   taxonomy	  of	   the	   ways	   in	  which	   female	  students’	  experiences	  were	  
gendered	  and	  describing	  how	  expectaMons	  of	  the	  future	  inﬂuenced	  subsequent	  
specialty	  choices.	  With	  regard	   to	  surgery,	  Stra`on	   et	  al.	   (2005)	  demonstrated	  
that	  inequity	  of	  experience	  aﬀected	  medical	  students’	  choice	  of	  specialty.
For	   students	  considering	  future	   careers	   and	   access	   to	   learning	  opportuniMes,	  
role	  models	  are	   important	   (Rose	  et	   al. 	  2005;	  Yazigi	  et	   al. 	  2006;	  Elzubeir	   &	  Rizk	  
2008).	  Students	  who	  have	  a	  surgical	  role	  model	  are	  more	  likely	  both	  to	  aspire	  to	  
a	   career	   in	   surgery	   and	   to	   feel	   they	   have	   an	   understanding	   of	   what	   such	   a	  
career	   would	   entail	   (Ravindra	  &	   Fitzgerald	   2011).	  Gender	   is	   important	   in	   the	  
choice	   of	  a	   role	  model	   (Elzubeir	  &	  Rizk	  2008;	   Lempp	  &	   Seale	   2004);	  however,	  
the	  division	   of	  labour	   in	  a	  clinical	   learning	  environment	  conMnues	  to	  be	  clearly	  
gendered	  as	  women	  take	  on	  more	  of	  the	  lower	  paid	  work	  in	  this	  seung	  (Davies	  
2003).	  A	  lack	  of	  women	  in	   senior	   posiMons,	  parMcularly	  women	  surgeons,	  may	  
have	   an	   impact	   on	   medical	   students’	   experiences	   of	   surgery.	  The	   embodied	  
nature	  of	  surgical	  learning	  is	  onen	  at	  odds	  with	  societal	   expectaMons	  of	  what	   it	  
is	   to	   be	   feminine;	   female	   newcomers	   to	   this	   domain	   can	   therefore	   ﬁnd	  
themselves	   engaging	   in	   deliberate	   acMons	   to	   reproduce	   or	   challenge	   these	  
expectaMons	   (Cassell	   1996).	   With	   few	   role	   models	   to	   support	   students’	  
reconciliaMon	  of	   the	  surgical	  and	  gender	  roles,	  many	  potenMal	  future	  surgeons	  
may	  ﬁnd	  idenMﬁcaMon	  with	  this	  career	  path	  diﬃcult.
Research	   has	   demonstrated	   that	   female	   surgical	   trainees	   idenMfy	   less	   with	  
senior	  surgeons	  than	  their	  male	  counterparts	  (Peters	  et	  al. 	  2012).	  In	  one	  study,	  
the	   stereotypically	  male	   a`ributes	   of	   physical	   strength	   and	   compeMMveness,	  
valued	  within	   surgery,	   led	   to	   the	  disidenMﬁcaMon	   of	   female	  medical	   students	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(Lempp	  &	  Seale	  2006).	  Other	  analyses	  of	  stereotypes	  in	  workplaces	  and	  within	  
medical	   learning	   environments	   have	   highlighted	   the	   signiﬁcant	   and	   complex	  
inﬂuences	  they	  can	  have	  on	  women’s	  idenMty	  formaMon,	  and	  the	  treatment	   of	  
and	   experiences	   aﬀorded	   to	   women	   in	   such	   contexts	   (Conway	   et	   al.	   1996;	  
Nicholson	   2002;	   Heilman	   &	   Parks-­‐Stamm	   2007;	   Danaher	   &	   Crandall	   2008;	  
Drinkwater	   et	   al.	  2008;	  Brescoll	  et	   al.	  2011;	  Ceci	  &	  Williams	  2011;	  Taylor	  et	  al.	  
2011).
In	   summary,	   gendered	   experiences,	   lack	   of	   access	   to	   role	   models, 	   and	  
disidenMﬁcaMon	   all	   impact	   on	   medical	   students’	   experiences	   of	   surgery;	  
however, 	  no	  work	  has	  explored	  the	  process	  underlying	  the	   interacMon	  of	  these	  
factors.	   While	   macro-­‐level	   pa`erns	   indicate	   fewer	   women	   apply	   to	   enter	  
surgical	  careers, 	  micro-­‐level	  analysis	  reveals	  that	  female	  medical	   students	  have	  
diﬀerent,	   and	   onen	   negaMve,	   experiences	   compared	   with	   their	   male	  
counterparts. 	  Here,	  we	   employ	  a	  hitherto	   unused	  concept	   from	   the	   theory	  of	  
Communi6es	  of	  Prac6ce	  (Wenger	   1998)	   to	  explore	  the	  underlying	  mechanisms	  
linking	  these	  two	  phenomena.
From	   the	  perspecMve	  of	  Communi6es	   of	  Prac6ce	  theory, 	  learning	  is	  conceived	  
as	  a	  trajectory	  and	  onen	  as	  a	  process	  of	  increasing	  parMcipaMon	  in	  the	  pracMces	  
of	   a	   community. 	   Its	   key	   focus	   is	   the	   bridge	   between	   idenMty	   and	   pracMce.	  
Wenger	   (1998)	   describes	   the	   importance	  of	   ‘paradigmaMc	   trajectories’, 	  which	  
are	   visible	   career	   paths	   provided	   by	  a	   community	  that	   shape	  how	   individuals	  
negoMate	   and	   ﬁnd	   meaning	   in	   their	   own	   experiences.	   These	   paradigmaMc	  
trajectories	  are	  constructed	  via	  community	  members,	  who	  oﬀer	  living	  examples	  
of	  potenMal	  journeys	  through	  a	  community.	  Likewise,	  composite	  stories	  can	  be	  
constructed	   from	   many	   people’s	   experiences	   to	   become	   a	   paradigmaMc	  
trajectory.	  Importantly,	  Wenger	  proposes:
“Exposure	  to	  this	  ﬁeld	  of	  paradigma6c	  trajectories	  is	  likely	  to	  be	  the	  most	  
inﬂuen6al	  factor	  shaping	  the	  learning	  of	  newcomers.	  In	  the	  end, 	  it	   is	   its	  
members	  –	  by	   their	   very	  par6cipa6on	  –	  who	   create	  a	   set	   of	  possibili6es	  
to	   which	   newcomers	   are	   exposed	   as	   they	   nego6ate	   their	   own	  
trajectories.	  No	  ma@er	  what	   is	   said,	   taught, 	  prescribed,	  recommended,	  
or	   tested,	  newcomers	   are	  no	   fools;	  once	  they	   have	  actual	  access	   to	   the	  
prac6ce,	  they	  soon	  ﬁnd	  out	  what	  counts.”	  
Wenger	  1998
Students	   are	  highly	   sensiMve	   to	   these	   paradigmaMc	   trajectories;	   they	  need	   to	  
know	   ‘what	   counts’	   in	   order	   to	   establish	   increasing	   legiMmacy	  and	   to	   access	  
parMcipaMon	  within	  a	  community.	  This	  study	  aims	  to	  examine	  how	  paradigmaMc	  
trajectories	   shape	   female	   medical	   students’	   experiences	   of	   surgery	   and	  
subsequent	  career	  intenMons.
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Methods
Data	   were	   collected	   as	   part	   of	   a	   larger	   study	   examining	   medical	   students’	  
parMcipaMon	  in	   clinical	   learning	  environments.	  Ethics	  approval	   was	  granted	  by	  
The	   University	  of	   Manchester	   Research	   Ethics	  Commi`ee.	  An	   overwhelming,	  
yet	  unexpected,	  story	  that	  emerged	  from	  the	  data	  was	  that	  of	  female	  students’	  
non-­‐parMcipaMon	   in	   surgery.	   This	   prompted	   a	   secondary	   analysis	   of	   all	   data	  
pertaining	  to	  surgery, 	  which	  were	  interrogated	  via	  themaMc	  analysis,	  employing	  
the	  concept	  of	  paradigmaMc	  trajectories	  as	  a	  sensiMsing	  concept.
Se?ng	  and	  par;cipants
The	   research	   was	   carried	   out	   within	   the	  medical	   school	   at	   The	  University	   of	  
Manchester,	  a	  large	  UK	  medical	   school	  with	   a	  5-­‐year,	  problem-­‐based	   learning	  
(PBL)	   medical	   curriculum,	   which	   includes	   the	   early	   provision	   of	   clinical	  
experience	   in	   the	  ﬁrst	   2	   years.	  ParMcipants	  (n	   =	  19)	  were	  medical	   students	   in	  
the	   clinical	   phase	   (Years	   3	   and	   4)	   of	   their	   training.	   The	   year	   groups	   were	  
approximately	  60%	   female.	   In	  order	   to	   gather	   a	  range	   of	   experiences	   for	   this	  
larger	   primary	   study, 	   students	   were	   sampled	   purposively	   by	   gender,	   base	  
teaching	   hospital,	  academic	   achievement	   and	   ethnicity.	   ParMcipants	  who	  met	  
the	   inclusion	   criteria	   were	   invited	   by	   email	   to	   take	   part	   in	   the	   study.	   It	   is	  
important	   to	   note	   that	   because	   the	   present	   study	   represents	   a	   secondary	  
analysis,	  there	  was	   no	   iteraMve	  process	   between	   data	  collecMon	   and	   analysis.	  
This	  meant	  that	  we	  were	  restricted	  to	  the	  original	  dataset	  and	  could	  not	  sample	  
according	  to	  emerging	  ﬁndings.	  For	  example,	  in	  our	  dataset,	  none	  of	  the	  female	  
students	  interviewed	  experienced	  a	  parMcularly 	  hands-­‐on	   form	  of	  parMcipaMon,	  
but	   our	   methodology	  precluded	   the	   subsequent	   recruitment	   of	   women	   with	  
these	  experiences.
Data	  collec;on	  and	  analysis
Semi-­‐structured	   individual	   interviews	   lasMng	  a	  maximum	   of	   90	  minutes	  were	  
carried	   out.	   Interviews	   explored	   students’	   experiences	   and	   began	   with	   the	  
quesMon:	  ‘Could	  you	  tell	  me	  about	  your	  experience	  of	  becoming	  a	  doctor?’	  The	  
interviewer	   went	   on	   to	   ask	  further	   quesMons,	   such	   as	   ‘Can	   you	   describe	  any	  
moments	  when	   you	   felt	   you	   parMcularly	  belonged?’	  and	   ‘Have	  there	  been	  any	  
Mmes	  you	  felt	  you	   didn’t	   belong	  or	   felt	   excluded?’	  All	   interviews	  were	   carried	  
out	  by	  SV,	  a	   female	  non-­‐medic.	  Although	   students	  were	   prompted	   to	   discuss	  
any	   gender-­‐related	   experiences,	   surgery	   was	   not	   speciﬁcally	   discussed	   and	  
instead	  was	  a	  topic	   raised	  by	  parMcipants.	  Data	  were	  transcribed	  verbaMm	  and	  
pseudonymised.
ThemaMc	  analysis	  of	  the	  interview	  data	  was	  undertaken	  (Ziebland	  &	  McPherson	  
2006;	   Silverman	   2009).	  ThemaMc	   analysis	   is	   a	   tool	   that	   can	   be	   used	   across	   a	  
range	   of	   epistemological	   posiMons,	   but	   which	   also	   stands	   as	   a	   foundaMonal	  
method	   in	  its	  own	   right	   (Braun	  &	  Clarke	  2006).	  Data	  interrogaMon	  was	   carried	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out	  via	  an	   iteraMve	  process	  between	   the	   transcripts	  and	   the	   evolving	  analysis.	  
Our	  analysis	  was	  both	   inducMve,	  in	  that	   themes	  were	  allowed	  to	  emerge	  from	  
the	  data,	  and	  theoreMcal.	  In	  order	   to	  further	  explore	  our	   research	  quesMon,	  we	  
introduced	   a	   priori	   themes	   derived	   from	   communiMes	   of	   pracMce	   theory	   and	  
the	   literature	   to	   serve	   as	   sensiMsing	   concepts	   (Wenger	   1998).	   These	   themes	  
included	  ‘being	  a	  newcomer’,	  ‘learning	  the	  ropes’, 	  ‘interacMons	  with	  old-­‐Mmers’	  
and	   ‘how	   to	   get	   ahead’. 	  Using	   these	   themes	   allowed	   us	   to	   operaMonalise	   the	  
concept	  of	  paradigmaMc	  trajectories	  and	  invesMgate	  its	  explanatory	  power	  with	  
regard	  to	  female	  students’	  surgical	  career	  choices.
EH	  and	   SV	   individually	  and	  collaboraMvely	  examined	   parMcipants’	  narraMves	  of	  
their	  experiences.	  A	  selecMon	  of	  the	  transcripts	  were	  reanalysed	  by	  a	  researcher	  
outwith	   the	   research	   team.	  The	   socio-­‐cultural	   approach	   taken	   acknowledged	  
the	  ongoing	  co-­‐construcMon	   of	   data	  between	  parMcipant	  and	   researcher,	  who	  
together	   make	   sense	   of,	   and	   derive	   meaning	   from,	   experiences	   discussed.	  
Reﬂexivity	   was	   maintained	   by	   the	   research	   team	   through	   the	   analysis	   and	  
wriMng	   by	   recording,	   discussing	   and	   challenging	   established	   assumpMons.	   In	  
addiMon,	  both	  EH	  and	  SV	  kept	  reﬂexive	  diaries.
Results
ParMcipants	   idenMﬁed	   a	   range	   of	   paradigmaMc	   trajectories	   within	   medicine,	  
which	   diﬀered	   across	   specialMes.	   These	   trajectories	   directly	   impacted	   on	  
learning	   pracMces	   as	   students	   engaged	   in	   acMviMes	   that	   they	   strategically	  
related	   to	   success.	   ParadigmaMc	   trajectories	   parMcularly 	   deterred	   female	  
students	  from	  engaging	  in	  the	  surgical	  world.	  Firstly, 	  we	  describe	  how	  students’	  
experiences	  were	  gendered.	   Secondly,	  we	   consider	   how	   four	   key	  processes	   –	  
seeing,	  hearing,	  doing	   and	   imagining	   –	   explain	   how	  paradigmaMc	   trajectories	  
shape	  medical	  students’	  career	  choices.
What	  medical	   students	  see,	  hear	   and	   do	   deﬁnes	  what	   they	   can	   imagine	  and,	  
subsequently,	  the	  career	  choices	  they	  make.
Gendered	  experiences
A	   striking	   iniMal	   ﬁnding	   was	   that	   gendered	   narraMves	   of	   surgery	   came	  
exclusively	   from	   female	   parMcipants.	   These	   dealt	   predominantly	   with	   the	  
incompaMbility	   of	   being	   a	   woman	   in	   the	   surgical	   domain.	   We	   deﬁned	   a	  
gendered	  experience	  as	  any	  experience	  that	   brought	   a	  parMcipant’s	   gender	   to	  
the	   fore. 	  These	   were	   someMmes	   overt, 	  but	   at	   other	   Mmes	  more	   subtle.	   For	  
example:
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“...there	  was	  one	  reg	  [trainee],	  yeah	   I	  got	  on	  with	  him	  really	  well,	  but	  he	  
was	   kind	   of	   saying,	   “Oh, 	  you’re	   wearing	   a	   lovely	   dress.	   You	   look	  nice	  
today.”	  And	  I	  was	  like,	  but	  would	  you	  say	  that...?”
Nadine
Although	   this	   experience	   is	   not	   speciﬁcally	   about	   gender,	   it	   prompted	   the	  
student	   to	  become	  aware	  of	  and	  reﬂect	   on	  her	   gender.	  Female	  students	  were	  
posiMoned	   as	   ‘other’,	   whereas	   male	   parMcipants’	   accounts	   of	   their	   surgical	  
experiences	   were	   not	   gendered.	   Table	   1	   provides	   an	   overview	   of	   students’	  
narraMves.
Seeing
What	  and,	  importantly,	  whom	  students	  see	   in	  their	   learning	  environment	  form	  
key	  aspects	  of	  paradigmaMc	  trajectories.	  Students	  see	  who	  succeeds	  in	   a	  given	  
ﬁeld	  and	  what	   it	  takes	  for	   them	   to	  do	  so.	  Jasper, 	  a	  mature	  student,	  described	  
how	  he	  saw	  one	  aspect	  of	  the	  surgical	  career	  trajectory:
“I	  mean,	  friends	  who	  have	  gone	  through	   the	  system	  to	  be	  like	  surgeons	  
and	  stuﬀ,	  you	  spend	  years	  being	  somebody	  else’s	  dogsbody.”
Jasper
Seeing	  a	  space	  in	  which	   to	  belong	  was	  important	   for	   all	  parMcipants;	  however,	  
this	   was	   not	   always	   possible	   for	   female	   students	   because	   very	   few	   women	  
surgeons	  or	  trainees	  were	  apparent:
“Every	   other	   doctor	   on	   the	   [vascular	   surgery]	   ward	  was	  male	   and	   the	  
consultant	  ...	  didn’t	  really	  think	  very	  highly	  of	  girls	  and	  expected	  surgeons	  
should	   be	  male.	   It’s	  not	   very	   nice,	   it’s	   really	   not.	   Every	   ﬁrm	   you’re	  on	  
there’s	  just	   so	  many	  more	  male	  doctors	  like	  everywhere...	  I’d	   literally	   be	  
the	  only	  girl	  in	  the	  room.”
Nadine
Nadine	   literally	  could	  not	  see	  a	   female	   surgeon.	  Consequently,	  she	  felt	   like	  an	  
outsider,	  unable	  to	  see	  a	  space	  in	  which	  she	  could	  belong.	  In	   this	  environment,	  
in	  which	  all	   successful	  members	  were	  male,	  she	  saw	  that	  success	  was	  linked	   to	  
gender	   (not	  least	  in	   the	  mind	  of	  the	  consultant).	  The	  lack	  of	  visible	  women	  and	  
resultant	   feelings	  of	  not	  belonging	  were	  reinforced	  by	  what	  students	  heard	  and	  
the	   stories	   they	   were	   told.	   We	   considered	   that	   Nadine’s	   evocaMon	   of	   the	  
feelings	  of	  ‘otherness’ 	  and	  isolaMon	  imposed	  by	  percepMons	  of	  gender	   captured	  
the	  narraMve	  of	  our	  paper.
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Name Experiences	  of	  
par8cipa8on
Considering	  a	  
surgical	  career
Gendered	  accounts	  
of	  surgery
Female	  students’	  narra8ves:
Emily Surgical	  placement Not	  discussed None
Hannah Previous	  surgical	  
society	  commi`ee	  
member,	  surgical	  
placements
No,	  but	  not	  100%	  
decided
None
Kate None	  menMoned No Sees	  surgery	  as	  male-­‐
dominated.	  Some	  
women	  can	  do	  it,	  but	  
it’s	  not	  compaMble	  
with	  having	  children.
KrisMna Surgical	  placement No Surgery	  incompaMble	  
with	  having	  children,	  
though	  the	  discourse	  
is	  changing
Luan Surgical	  elecMve,	  
father	  is	  a	  surgeon	  
and	  has	  taught	  her	  at	  
home
No,	  but	  keeping	  an	  
open	  mind
None
Nadine Had	  a	  good	  surgical	  
tutor
No Not	  ﬁung	  in	  and	  
feeling	  like	  an	  
outsider
Olivia Being	  taught	  by	  a	  
surgeon	  about	  hip	  
replacements	  and	  
going	  into	  surgery,	  
surgical	  society	  
commi`ee	  member
Recently	  considering	  
surgery	  aner	  a	  good	  
teaching	  experience
None
Ruth Work	  experience	  with	  
cardiac	  surgeon,	  
which	  was	  good	  but	  
shocking
No Success	  in	  surgery	  
requires	  a	  strong	  
mindset,	  which	  most	  
women	  in	  surgery	  
must	  have.
Susan None	  menMoned No None
Table	  1	  -­‐	  Summary	  of	  parMcipants’	  experiences	  of	  surgery,	  organised	  by	  gender.	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Name Experiences	  of	  
par8cipa8on
Considering	  a	  
surgical	  career
Gendered	  accounts	  
of	  surgery
Male	  students’	  narra8ves
Adam Yes,	  quizzed	  about	  
anatomy	  by	  surgeons
Not	  discussed None
Andrew Surgical	  placements,	  
arranged	  extra	  days	  
in	  theatre
Yes,	  worried	  about	  if	  
it	  is	  achievable	  due	  
to	  compeMMon
None
Daniel Many	  negaMve	  
experiences,	  one	  
keen	  teacher
No None
Geoﬀrey Surgical	  elecMves,	  
extra	  projects
Yes None
Graham Surgical	  placement,	  
being	  “arm	  deep”	  in	  a	  
kidney	  transplant	  
paMent
Yes None
James None	  menMoned Not	  discussed None
Jasper Felt	  excluded	  from	  
parMcipaMon,	  noMced	  
class	  diﬀerences	  in	  
parMcipaMon
No None
Luqman None	  menMoned Not	  discussed None
Ma`hew Surgical	  placements,	  
able	  to	  “help	  out”	  
during	  a	  surgical	  
elecMve,	  ‘hands-­‐in’	  
experience
Yes None
Owen Experienced	  being	  
‘nameless’	  on	  a	  
surgical	  placement
No None
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Hearing
ParMcipants	   described	   the	   importance	   of	   talking	   to	   senior	   students	   and	  
pracMMoners,	   and	   of	   using	   the	   narraMves	   of	   others	   to	   plot	   trajectories	   for	  
themselves:
“[A	   female	   surgical	   registrar]	   said,	   “It’s	   not	   easy,	   I	   struggle	   every	   day	  
because	  I	  know	  that	   if	  my	   child	  is	  sick	  and	  I	  have	  to	  go...	  but	  I	  know	  that	  
the	  male	  surgeons, 	  they	  will	  think,	  ‘Why	  do	  you	  have	  to	  go?	  Can’t	  anyone	  
else	  look	  aAer	  your	  child?’	  ”...	  I 	  think	  she’s	  the	  one	  person	  that’s	  actually	  
told	  me	  straight	  out,	  this	  is	  what’s	  going	  on	  within	  this	  specialty,	  and	  it’s	  
actually	   quite...	   it’s	  been	   talked	  about	   quite	  a	   lot	   because	  it’s	   going	   to	  
change	  over	   the	  next	  years.	  There’s	  a	  big	  thing	  in	  surgery	   that	  this	  whole	  
thing	  is	  changing	  but	  it’s	  just	  things	  that	  you	  pick	  up	  here	  and	  there...”
KrisMna
Not	   all	   stories	   were	  aﬀorded	   the	  same	   degree	   of	   importance;	  what	   students	  
heard	   from	   within	   actual	   communiMes	   had	   greater	   legiMmacy	  than	  messages	  
directed	   at	   students	   through	   insMtuMonal	   channels	   (such	   as	   the	   ‘big	   thing’	  
referred	   to	   in	   KrisMna’s	  comment). 	  Kate	   reﬂected	  on	  the	  stories	  she	  had	  heard	  
about	  changes	  within	  surgery	  aiming	  to	  improve	  the	  experiences	  of	  women:
“I	  s6ll	   think	  you	  can,	  you	  know,	  you	  deﬁnitely	  can	  be	  a	  surgeon	  and	  they	  
are	  trying	  to	  make	  it	  easier.	  They	  are	  trying	  to	  do	  this	  like,	  erm,	  what’s	  it	  
called?	  It’s	  like	  less	  than	  full-­‐6me	  and	  sort	  of	  ﬂexible	  training,	  so	  it	  would	  
take	  longer	  to	  train	  as	  a	  surgeon	  but	  obviously	  if	  you	  could	  do	  it	  full-­‐6me	  
you	  train	  in	  7	   years,	  but,	  you	  know,	  part-­‐6me	  might	  take	  you	  10, 	  11,	  12	  
years	  to	  do.	  Erm,	  so	  I	  think,	  you	  know,	  I	  think
you’d	  get	  there	  in	  the	  end	  but	  I	  don’t	  know.”
Kate
Another	   student	   described	   the	   percepMon	   that	   engaging	   in	   behaviours	   more	  
onen	   linked	   to	   masculinity	   was	   important	   to	   success	   and	   how	   this	   was	  
reinforced	  by	  a	  consultant:
“I	  was	   speaking	  to	  one	  of	  the	  male	  surgeons	  but	  he	   had	  a	   female	  SHO	  
[senior	  house	  oﬃcer]	  and	  she	  was	  sort	  of,	  she	  was	  very	  sort	  of	  like	  strong,	  
like	  strong	  mindset...
Interviewer:	  Masculine?
Yeah	   [laughter]	   basically.	   And	   he	  wasn’t	   talking	   about	   her	   par6cularly	  
but	   he	  was	   just	   saying	   that	   like	  a	   lot	  of	  females	  in	   surgery	   are	  like	  that	  
CHAPTER 2
40
because,	   you	   know,	   to	   try	   and	   get	   ahead	   really	   and	   it	   is	   like	   a	   male-­‐
dominated	  like	  profession	  kind	  of	  thing.”
Ruth
Several	   female	  students	  discussed	  the	  incompaMbility	  between	   a	  future	  career	  
in	  surgery	  and	  having	  children:
“I	  guess	  like	  being	  a	  girl,	  like	  quite	  a	  lot	   of	  doctors	  have	  actually	   said	  to	  
me	  like	  obviously	  you’re	  female	  so	  you’ll	  have	  children	  and	  all	  this	  sort	  of	  
stuﬀ.	  It’s	  a	  bit	  like	  it’s	  obvious	  but	  at	   the	  same	  6me	  you’re	  a	  bit	   sort	  of...	  
I’ve	  never	  really	  like	  thought	  about	  it	  [like]	  that...
Interviewer:	  In	  what	  context	  would	  they	  talk	  to	  you	  about	  that	  then?
...like	  becoming	  like	  a	  consultant	  or	  whatever. 	  They	  don’t	  say	  it	  in	  sort	  of	  
any	  like	  discrimina6ng	  way	  or	  anything	  but	  it’s	  just	  sort	  of	  like,	  you	  know,	  
it	  will	  take	  you	  a	   li@le	  bit	   longer	  if	  you	  want	  to	  have	  children, 	  that	  sort	  of	  
thing,	  which	  at	  ﬁrst	   I 	  was	  a	   bit	   shocked	  by	  because	  obviously	   it	  wasn’t	  
really	  anything	  that	  I’d	  sort	  of	  thought	  about	  par6cularly...
Interviewer:	  So	  have	  you	  thought	  about	  it	  now	  then?	  Has	  it	  sort	  of	  made	  
you	  think	  a	  li@le	  bit	  more?
Yeah.	  I	  think	  yeah	  you	  do	  have	  to	  think	  about	   it	  and	   I	  think	  it	  is	  just	   like	  
nature	   isn’t	   it	   that	   like	  a	  girl	   is	  going	   to	  have	  a	  baby,	  you	   know,	  so	   it	   is	  
going	  to	  hold	  you	  back	  a	  li@le	  bit	  if	  you	  do	  want	  a	  family	  kind	  of	  thing.”
Ruth
Prompted	   by	  discussions	  with	   seniors, 	  Ruth	  had	   developed	   the	  understanding	  
that	  being	  female	  meant	  wanMng	  children,	  which	  was	  incompaMble	  with	  being	  a	  
successful	  surgeon.	  These	  assumpMons	  remained	  unchallenged:	  Ruth	   conceded	  
that	   this	   was	   ‘just	   nature’.	   This	   discourse	   was	   mirrored	   in	   other	   students’	  
accounts:
“Surgery	  is	  so	  compe66ve	  that	  if	  you	  take	  a	  year	  out	   to	  be, 	  you	  know,	  to	  
have	  maternity	   leave	  or	   something, 	  it’s	   really	   hard	   to	   get	   back	  in	   and	  
kind	  of	  get	  respected	  for	  what	  you’re	  doing	  because	  it’s	  like	  an	  unwri@en	  
rule	  and	  I	  don’t	  want	  that.”
KrisMna
These	   narraMves	  had	   the	  clear	   potenMal	   to	   impact	   on	   students’ 	  parMcipaMon.	  
The	  stories	  heard	  became	  the	  stories	  told	  as	  students’ 	  came	  to	  understand	  who	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would	   be	   able	   to	   engage	   in	   this	   domain.	   This	   was	   important	   because	  
parMcipaMon	  in	  the	  operaMng	  theatre	  aﬀorded	  students	  another	  opportunity	  to	  
construct	  paradigmaMc	  trajectories	  within	  the	  ﬁeld.
Doing
ParMcipaMon	   in	   surgery	   was	   an	   important	   acMvity	   through	   which	   students	  
encountered	  the	  people	  and	  pracMces	  of	  the	  domain.	  Accounts	  of	  parMcipaMon	  
were	   set	   exclusively	   within	   the	   restricted	   physical	   space	   of	   the	   operaMng	  
theatre,	  in	  which	   students	  gained	  direct	   insight	   into	  how	  it	   is	  to	  be	  a	  surgeon.	  
Many	  students	  described	  parMcipatory	  moments	  in	  the	  operaMng	  theatre.	  All	  of	  
these	  students	  were	  male,	  with	  one	  excepMon:
“And	   then	  we	   actually	   went	   into	   surgery	   and	   he	   talked	   us	   through	   it,	  
asked	  us	  ques6ons	  about	  complica6ons	  of	  surgery	  and	  stuﬀ,	  which	  came	  
in	   useful	  because	  we	  had	   that	   in	   our	   exams, 	  and	  it	   was	   just,	  it	   was	   fun	  
and	  we	  learned	   a	   lot	  and	  you	  just,	  you	   come	  out	   feeling	   like, 	  okay,	  I’ve	  
actually	  done	  some	  work	  today.”
Olivia
Amongst	   the	   female	   students	   in	   this	   study,	  Olivia’s	   experience	   of	   supported	  
parMcipaMon	  was	  unique;	   instead,	  it	  was	  much	  more	  common	   to	  experience	  a	  
lack	  of	  interacMon	  with	  seniors:
“[On	  a	   surgery	   ﬁrm]	   there’s	  no	  real	   circumstances	  usually	   where	  sort	   of	  
your	   consultant...	   I’ve	   not	   had...	   this	   should	   happen	   but	   it’s	   not	   really	  
happened	   –	   erm,	  where	   your	   consultant	   will	   watch	   you	   sort	   of	   do	   an	  
examina6on	  or	  something	  and	  give	  you	  feedback	  directly.”
Hannah
Whereas	   Olivia’s	   experience	  was	   one	   of	   parMcipaMon,	   several	   male	   students	  
described	  a	  much	  more	  ‘hands-­‐in’	  form	  of	  engagement:
“Like	   I 	  stayed	   once	  6ll	   about	   9.30	   pm	  doing	   a	   kidney	   transplant,	  and	   I	  
was	  in	  theatre	  arm-­‐deep	  in	  a	  kidney	  transplant...”
Graham
“I	  mean,	  for	  one	  pa6ent	   I	  had	  my	  hand	  in	  this	  guy’s	  abdomen	  for	  a	  good	  
four	   hours, 	  which	  was	   like,	  do	  you	  know	  what,	  I	  probably,	  I	  didn’t	   know	  
we’re	  an	   hour	   into	   your	   surgery	   yet	   [the	   surgeon	   opera6ng	   had]	   taken	  
the	  opportunity	  to	  teach	  me	  and	  get	  me	  involved.”
Geoﬀrey
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These	   acMviMes	   contributed	   signiﬁcantly	   to	   students’ 	   idenMﬁcaMon	   of	  
themselves	   as	   future	   surgeons.	   All	   students	   who	   described	   moments	   of	  
parMcipaMon	  in	  theatre	  were	  exposed	   to	  a	  wider	   range	  of	  possible	  trajectories.	  
They	  were	  more	   likely	  to	   see	  a	   space	   for	   themselves	   and	   their	   development	  
within	  the	  surgical	  world.	  These	  students	  intended	  to	  pursue	  surgical	  careers.
Imagining
The	   three	   processes	  we	  have	   described	   so	   far	   –	   seeing,	  hearing	   and	   doing	   –	  
shaped	   students’ 	   understandings	   of	   the	   surgical	   ﬁeld	   and	   their	   chances	   of	  
success	  and	  happiness	  within	  it.	  This	  deﬁned	  what	  they	  imagined	  to	  be	  possible.	  
Here,	  Ma`hew	  idenMﬁes	  his	  intenMon	  to	  become	  a	  surgeon,	  projecMng	  what	  he	  
has	  seen,	  heard	  and	  done	  onto	  his	  imagined	  future:
“I’ve	   done	   a	   couple	   of	   orthopaedic	   modules... 	   the	   second	   one	   I	   didn’t	  
en6rely	  want	  to	  do	  but	  I	  thoroughly	  enjoyed	  it	  and	  I	  got	  to	  help	  out	  in	  the	  
surgeries,	   which	   I	   really	   enjoyed	   and... 	   because	   that	   was	   a	   prac6cal	  
hands-­‐on	  approach	  with	   one-­‐to-­‐one	   teaching,	  where	   you	   had	   a	   sort	   of	  
role	  model	   there,	  somebody	   to	  show	  you	  how	  it	  should	  be	  done	  and	   talk	  
you	  through	  your	  mistakes	  and	   so	   on...	  Like	   that	   was	   the	  kind	   of	   thing	  
that	  was	  really	   beneﬁcial	   to	  me	  and	  seeing	  what	  I	  could	  be	  doing	  in	   the	  
future	  like, 	  actually	   doing	   the	  surgeries	  myself	  with	  him	  guiding	  me,	  and	  
obviously	   like	  I	  wasn’t	   doing	  a	  huge	  amount,	  like	  it	  was	  s6ll	  good	  fun	  for	  
me	  to	  prac6se	  it	  and	  get	  an	  experience	  of	  it.”
Ma`hew
Despite	  Olivia’s	  strongly	  posiMve	  experiences	  in	  theatre,	  she	  remained	  tentaMve	  
in	  her	  career	  aspiraMons:
“I’ve	  been	  looking	  at	  sort	  of	  anaesthe6cs	  or	  cri6cal	  care	  for	  quite	  a	  while	  
but	  then	  I 	  really	  enjoyed	  my	  orthopaedic	  placement	  as	  well	  and	  I’ve	  never	  
really	   considered	   surgery	   but	   I’m	   star6ng	   to	   think	   about	   orthopaedics,	  
but	  I	  don’t	  know.”
Olivia
For	  female	  students,	  a	  lack	  of	  visible	  female	  role	  models, 	  alternaMve	  discourses	  
and	   experiences	   of	   parMcipaMon	   made	   it	   diﬃcult	   for	   them	   to	   imagine	   an	  
alternaMve	  surgical	  world	  that	  was	  more	  open	  to	  women	  and	  therefore	  open	  to	  
them:
“Surgery’s	  s6ll	  very,	  very	  male-­‐dominated... 	  I’ve	  conceded	  myself	  that	  it	  is	  
quite	   imprac6cal.	   Some	   people	   do	   it	   and	   some	   people	   obviously	   are	  
amazing,	  you	   know,	  they’ll	   have	   sort	  of	  the	   family	   life	  and	   they’ll	   have,	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you	   know,	   this	   amazing	   like	   surgical	   career	   but,	   you	   know,	   there	   are	  
certain	  special6es	  that,	  you	  know,	  just	  because	  they’re	  sort	  of,	  you	  know,	  
unsociable	   hours,	   their	   on-­‐call	   is	   quite	   demanding, 	  erm	   you	   know,	   it’s	  
not...	  you	  know,	  it	  just	  doesn’t	  go	  together.”
Kate
Kate	  seemed	   to	  struggle	  to	  put	   into	  words	  exactly	  why	  surgery	  was	  unsuitable	  
for	  women,	  but	   described	   ‘conceding’,	  redirecMng	  her	   imagined	  self	  elsewhere	  
as	   she	   felt	   a	   surgical	   future	   was	   unobtainable.	   This	   highlights	   the	   power	   of	  
paradigmaMc	   trajectories	   in	   shaping	  what	   students	  believe	   to	  be	  possible,	  and	  
how	   the	   lack	   of	   alternaMve	   trajectories	   can	   restrict	   imaginaMon	   and,	   most	  
importantly,	  career	   choices.	  Being	  unable	   to	   imagine	  belonging	   to	  the	  surgical	  
world	   meant	   that	   these	   students	   did	   not	   even	   a`empt	   to	   enter	   it.	   Surgical	  
paradigmaMc	  trajectories	  were	  strongly	  gendered,	  shaped	   by	  the	  processes	  we	  
have	  outlined.	  The	   self-­‐perpetuaMng	  power	   of	   these	   ‘paths	   of	  possibility’	  was	  
clear:	   the	   stories	   heard	   by	   students	   sustained	   the	   gendered	   discourses	  
surrounding	  surgery,	  and	  the	  lack	  of	   any	  other	   avenues	  through	  which	   female	  
students	  might	  form	  their	  percepMons	  of	  the	  surgical	  world	  len	  these	  discourses	  
unchallenged.
Figure	  1	  -­‐	  Model	  showing	  how	  paradigmaMc	  trajectories	  inﬂuence	  career	  decisions
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Discussion
The	   processes	   of	   seeing,	   hearing,	   doing	   and	   imagining	   combined	   to	   form	  
paradigmaMc	   trajectories	  on	   which	   students	   could	   draw	   when	   making	   career	  
decisions.	  They	  served	  as	  a	  ‘hidden	  curriculum’,	  in	  which	  the	  culture,	  beliefs	  and	  
behaviours	   enacted	   by	   those	   within	   surgery	   shaped	   students’	   experiences,	  
parMcipaMon	  and	   learning	   (Haﬀerty	  1998). 	  Students	   interpreted	   these	   explicit	  
and	   implicit	   messages	   about	   which	   pracMces	   led	   to	   success	   and	   who	   could	  
engage	  in	  them.	  
Female	  students	  were	  unable	   to	  see	  or	   idenMfy	  with	   other	  women	   in	  surgery.	  
They	   heard	   about	   the	   challenges	   of	   being	   a	   woman	   in	   surgery,	   lacked	  
experiences	  of	  parMcipaMon,	  and	   found	   it	  diﬃcult	  to	   imagine	  a	  future	   in	  which	  
they	  would	   be	   successful	   surgeons.	   Thus,	   based	   on	   paradigmaMc	   trajectories	  
constructed	  from	  exposure	  to	  surgery,	  they	  self-­‐selected	  out	  of	  surgical	  careers.	  
By	  contrast,	  male	  students	  had	  experiences	  of	  ‘hands-­‐in’	  parMcipaMon	  and	  were	  
not	  marginalised	  by	  paradigmaMc	   trajectories.	  In	   relaMon	   to	   their	  parMcipaMon	  
in	   the	   surgical	   world,	  we	   can	   consider	   students	   to	   be	   engaging	   in	   gendered	  
acMviMes,	   and	   to	   conform	   to	   wider	   societal	   expectaMons	   and	   discourses	   and	  
engage	   in	   pracMces	   accordingly	   (Cassell	   1996).	  Elements	   of	   the	   trajectory	   of	  
‘being	  a	  woman’	  include	  having	  a	  family 	  and	   sacriﬁcing	  work	  in	  order	   to	  do	   so	  
(Hinze	   2000), 	  which	   essenMally	   creates	   conﬂict	   between	   the	   trajectory	   of	   a	  
woman	   and	   that	   of	   a	   surgeon,	  which	   may	   in	   part	   explain	   why	  fewer	   women	  
embark	  on	  surgical	  careers.
ParadigmaMc	   trajectories	   can	   help	   us	  understand	   the	  socio-­‐cultural	   processes	  
linking	  micro-­‐level	   experiences	  and	  broader	   pa`erns	   of	  non-­‐parMcipaMon.	  The	  
availability	   of	   role	   models	   inﬂuences	   career	   decisions	   (Sanfey	   et	   al.	   2006;	  
Drinkwater	   et	   al.	  2008;	  Ravindra	  &	   Fitzgerald	   2011)	  and	   female	   students	  who	  
train	   in	   departments	   with	   higher	   proporMons	   of	   female	   surgeons	   are	  
signiﬁcantly	  more	   likely	   to	   engage	   in	   surgical	   careers. 	  This	   ﬁts	   well	   with	   our	  
analysis,	   although	   we	   suggest	   the	   mechanism	   is	   more	   complex	   than	   a	   uni-­‐
direcMonal	  eﬀect	  of	  role	  modelling	  on	  the	  student	  by	  the	  role	  model.	  Rather,	  we	  
suggest	   that,	   through	   exposure	   to	   actual	   communiMes,	   the	   students	   in	   these	  
studies	   were	   aﬀorded	   opportuniMes	   to	   see,	   hear	   and	   do	   more	   with	   female	  
surgeons,	  which	   broadened	   the	   paradigmaMc	   trajectories	   available,	   and	   thus	  
were	  more	  able	  to	  see	  a	  space	  to	  belong	  in	  a	  surgical	  career.
Unexpectedly,	   in	   the	   present	   study,	   only	   female	   students	   had	   gendered	  
experiences	   of	   surgery	   and	   only	   male	   students	   described	   ‘hands-­‐in’	  
parMcipaMon.	   Important	   parallels	   may	   be	   drawn	   with	   Bille`’s	   account	   of	  
aﬀordances	  in	  workplace	   learning, 	  which	  represent	  the	  invitaMonal	  qualiMes	  of	  
a	   workplace	   for	   individuals’	   parMcipaMon,	   engagement	   and	   learning	   (Bille`	  
2001).	   Male	   parMcipants	   were	   aﬀorded	   increased	   access	   to	   learning	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opportuniMes	   in	   the	   operaMng	   theatre	   and	   thus	   greater	   opportuniMes	   for	  
‘hands-­‐in’	  engagement.	  
Nearly	   all	   female	   parMcipants	   disidenMﬁed	   with	   a	   surgical	   career	   trajectory.	  
ImaginaMon	   is	  an	   important	   element	   in	  learning	  (Wenger	  1998);	  it	   allows	  us	  to	  
explore	  new	  areas	  before	  we	  parMcipate	  fully	  (Holland	  et	  al. 	  1998;	  Ryan	  &	  Edge	  
2012).	  We	  present	  a	  framework	  to	  link	  the	  past, 	  present	  and	  future	  of	  students’	  
learning	  by	   incorporaMng	  experience	  and	   imaginaMon	  into	  parMcipaMon,	  which	  
explains	  how	  students’	  experiences	  direct	  their	  future	  behaviour.	  We	  know	  that	  
students	   ‘try	  on’	  possible	   selves	   as	  they	  learn	   (Burack	  et	   al.	   1997),	  behaviour	  
that	  supports	  our	  claims	  that	  imaginaMon	  and	  exposure	  to	  an	  actual	  community	  
are	   important	   in	   making	   career	   decisions.	  We	   suggest	   that	   female	   students	  
have	  fewer	   opportuniMes	  to	  beneﬁt	   from	   such	  exposure	  and	   this	  makes	   them	  
less	   likely	  to	   enter	   surgical	   careers.	  Furthermore,	  those	  who	  do	  enter	   training	  
disidenMﬁed	   with	   their	   seniors	  and	   as	  a	   result	  were	   less	  willing	   to	   commit	   to	  
surgical	   careers	   (Peters	   et	   al.	   2012). 	   Our	   research	   would	   suggest	   that	  
paradigmaMc	   trajectories	  may	  play	  a	  role	   in	   this	  disidenMﬁcaMon	   process	  even	  
aner	   the	   subject	   has	   embarked	   on	   a	   surgical	   career	   trajectory.	   ParadigmaMc	  
trajectories	  are	  constantly	  negoMated;	  each	  Mme	  a	  trainee	  is	  required	  to	  apply	  
for	   the	  next	  stage	  of	  his	  or	  her	   training,	  the	  trainee	  is	  necessarily	  sMmulated	   to	  
reﬂect	   on	   likely	   pathways	   to	   success.	  This	   forced	   reiﬁcaMon	  may	  explain	   the	  
observed	  a`riMon	  of	  women	  in	  surgery.
Our	   analysis	   was	   strengthened	   by	   our	   own	   contrasMng	   perspecMves	   as,	  
respecMvely,	  a	  medical	   student	   who	   aspires	  to	  a	   surgical	   career	   and	   who	   was	  
familiar	  with	   the	  discourses	  within	  the	  surgery-­‐related	  talk	  of	  medical	  students,	  
and	   a	   medical	   sociologist	   ‘outsider’.	   Throughout	   the	   analysis,	   we	   considered	  
diﬀerent	   aspects	   of	   the	   data,	   challenging	   one	   another’s	   interpretaMons	   and	  
providing	   ‘creaMve	   disturbances’	   (Fairclough	   2001)	   that	   encouraged	   a	   deeper	  
level	   of	   analysis	   and	   reﬂexivity	   (Bourdieu	   1990). 	   Further, 	   the	   theoreMcal	  
framework	  and	  analysis	  were	  developed	   in	  partnership	  with,	  and	  reviewed	   by,	  
external	  collaborators.
This	   study	  represents	   a	  secondary	  analysis	   of	  an	   exisMng	  dataset.	  ParMcipants	  
were	   sampled	   purposively	   by	   gender,	   hospital	   sector,	   academic	   achievement	  
and	   ethnicity,	   the	   last	   two	  of	  which	   were	  not	   relevant	   to	   this	  study.	  We	  may	  
have	  encountered	   a	  broader	   range	  of	   narraMves	  had	   we	   purposively	   sampled	  
for	   degree	   of	   exposure	   to	   surgery.	   ParMcipants	   were	   asked	   about	   their	  
experiences	   at	   medical	   school	   as	   part	   of	   a	   study	   exploring	  parMcipaMon,	   and	  
were	   not	   speciﬁcally	   asked	   about	   surgery. 	   Therefore,	   not	   every	   parMcipant	  
discussed	   surgery	   and	   we	   may	   have	   generated	   richer	   data	   had	   we	   asked	  
speciﬁcally 	  about	   this.	  However,	  such	  an	  approach	  meant	  all	  surgical	  narraMves	  
arose	  organically	  from	  the	  interviews	  and	  the	  data	  were	  not	  prejudiced	  by	  our	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asking	  of	  speciﬁc	   surgery-­‐related	  quesMons.	  All	   interviews	  were	  carried	  out	  by	  
SV,	   a	   medical	   sociologist.	   We	   acknowledge	   that	   we	   might	   have	   gathered	  
diﬀerent	   data	   if	   the	   interviewer	   had	   been	   a	   medical	   pracMMoner.	   However,	  
parMcipants	   may	   have	   felt	   freer	   to	   discuss	   tradiMonally	   taboo	   issues	   and	  
discourses, 	   such	   as	   personal	   success	   and	   failure,	   and	   may	   have	   made	   their	  
narraMves	   more	   explicit	   because	   their	   interviewer	   had	   a	   non-­‐clinical	  
background.
Because	   this	   research	   derives	   from	   a	   single-­‐site	   study, 	   its	   generalisability	   is	  
subject	   to	   limitaMons.	  In	  Manchester,	  there	  exists	   a	  prominent	   undergraduate	  
surgical	   society,	  which	   acMvely	  encourages	   both	  male	  and	   female	   students	   to	  
consider	   surgical	   careers;	  therefore,	  this	  may	  represent	   a	  ‘microclimate’	  in	   the	  
context	   of	  surgical	   culture	  and	   our	   parMcipants’	  exposure	   to	   surgery	  may	  not	  
represent	   ‘average’	   experiences.	   We	   cannot	   know	   how	   these	   students	  
eventually	   acted	   in	   terms	   of	   whether	   they	   moved	   beyond	   imaginaMon	   to	  
engagement	   in	   a	   surgical	   career	   trajectory.	   Thus,	   the	   ﬁnal	   stage	   of	   the	  
paradigmaMc	  trajectories	  model	  (Figure	  1)	  remains	  theoreMcal.
Making	   the	   processes	   of	   seeing, 	  hearing,	   doing	   and	   imagining	  more	   explicit	  
enables	   them	   to	   be	   challenged	   and	   renegoMated.	   The	   interacMon	   of	   these	  
elements	   is	   also	   important;	   the	  way	  students	  ﬁrst	   encounter	   a	  domain	   merits	  
a`enMon.	   To	   increase	   the	   number	   of	   female	  surgeons,	  this	   research	   suggests	  
we	   should	   support	   female	   medical	   students	   imagining	   of	   surgery	  as	   a	   viable	  
career.	  Maximising	  students’	  interacMons	  with	  female	  surgeons	  would	  augment	  
what	   they	  see	  and	   hear,	  and	   how	   they	  parMcipate,	  creaMng	  new	   paradigmaMc	  
trajectories. 	  This	   could	   be	  achieved	   if	   medical	   schools,	  surgeons	   and	   surgical	  
socieMes	  were	  to	  consciously	  encourage	  female	  surgeons	  to	  give	  lectures,	  lead	  
clinical	   ﬁrms	   and	   elecMves,	   and	   increase	   their	   contact	   with	  medical	   students	  
alongside	  their	  male	  surgical	  peers.
Students	   supplement	   experience	   with	   informaMon	   derived	   from	   oﬃcial	   or	  
popular	   discourses.	   Although	   these	   sources	   were	   given	   less	   weight	   by	  
parMcipants,	   they	   were	   incorporated	   into	   what	   students	   saw	   and	   heard	   in	   a	  
ﬁguraMve	  sense.	   Increasing	   the	   prominence	   of	   female	   surgeons	   in	   policy,	   the	  
press	  and	  social	  media	  would	   provide	  students	  with	   a	  diverse	  range	  of	  female	  
surgeons’	   narraMves,	   thereby	   creaMng	   ‘champions’,	   as	   recommended	   in	   the	  
Royal	  College	  of	  Physicians	  2010	  report	  ‘Women	  in	  Medicine’	  (Elston	  2010).
A	  key	  quesMon	   subsequent	   to	   this	  work	   is: 	  What	  shapes	   idenMty	   formaMon	   in	  
female	   medical	   students	   and	   surgeons?	   Our	   data	   deal	   only	   with	   students’	  
experiences,	  yet	  paradigmaMc	  trajectories	  are	  also	   likely	  to	   inﬂuence	  women	  at	  
all	   stages	   of	   training.	   Furthermore,	   the	   concept	   of	   paradigmaMc	   trajectories	  
represents	   a	   powerful	   tool	   with	   which	   to	   explore	   boundaries	   and	   may	   be	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suitable	  for	   the	   invesMgaMon	  of	  other	  periods	  of	  transiMon,	  such	  as	  those	  from	  
classroom	   learner	   to	   clinical	   learner,	   and	   from	   medical	   student	   to	   qualiﬁed	  
doctor.
Conclusions
Students	   quickly	   draw	   informaMon	   from	   mulMple	   sources	   in	   order	   to	   make	  
sense	  of	  new	  specialMes	  they	  encounter.	  They	  use	  what	  they	  see,	  the	  stories	  of	  
others,	  and	   their	   experiences	  of	  parMcipaMon	   to	  imagine	  a	  future	  career	  in	   that	  
domain.	   The	   concept	   of	   paradigmaMc	   trajectories	   is	   useful	   to	   explain	   these	  
processes.	   The	   lack	   of	   successful,	   female	   surgical	   paradigmaMc	   trajectories	  
deters	  female	  students	  from	  parMcipaMng	  in	  surgical	  careers.
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Abstract
Objec;ves
The	  hidden	  curriculum	  may	  be	  framed	  as	  the	  culture,	  beliefs	  and	  behaviours	  of	  
a	   community	   passed	   to	   students	   outside	   formal	   course	   oﬀerings.	   Medical	  
careers	   involve	   diverse	   specialMes,	   each	   with	   a	   diﬀerent	   culture,	   yet	   how	  
medical	   students	   negoMate	   these	   cultures	  has	   not	   been	   fully	  explored.	  Using	  
surgery	  as	  a	  case	  study,	  we	  aimed	  to	  establish,	  ﬁrst,	  whether	  a	  specialty-­‐speciﬁc	  
hidden	  curriculum	  existed	  for	   students, 	  and	  second,	  how	  students	  encountered	  
and	  negoMated	  surgical	  career	  opMons.
Methods
Using	   a	   construcMvist	   grounded	   theory	   approach, 	   we	   explored	   students’	  
thoughts,	   beliefs	  and	   experiences	   regarding	   career	   decisions	   and	   surgery. 	  An	  
exploratory	  quesMonnaire	  informed	  the	  discussion	  schedule	  for	  semi-­‐structured	  
individual	   interviews.	   Medical	   students	   were	   purposively	   sampled	   by	   year	  
group,	   gender,	   and	   career	   intenMons	   in	   surgery.	  Data	   collecMon	   and	   analysis	  
were	  iteraMve,	  with	  analysis	  following	  each	  interview,	  and	  guiding	  adaptaMon	  of	  
our	  discussion	  schedule	  to	  further	  our	  evolving	  model.	  
Results	  
Students	   held	   a	   clear	   sense	   of	   a	   surgical	   hidden	   curriculum.	   To	   successfully	  
negoMate	   a	   surgical	   career,	   students	   ﬁrst	   must	   build	   a	   network,	   as	   careers	  
informaMon	  ﬂowed	  through	  relaMonships.	  They	  subsequently	  enacted	  what	  was	  
learned,	  by	  accruing	   the	  accolades	   (‘Mcking	   the	   boxes’)	   and	  appropriaMng	   the	  
disposiMons	   (‘walking	   the	   talk’)	   of	   ‘future	   surgeons’. 	   This	   allowed	   them	   to	  
idenMfy	  themselves	  and	   be	  idenMﬁed	  by	  others	  as	  a	  ‘future	  surgeon’,	  and	  gain	  
parMcipaMon	  in	   the	  surgical	  world. 	  ParMcipaMon	   then	   enabled	   further	   network	  
building, 	  and	   access	   to	   careers	   informaMon,	   in	   a	   posiMve	   feedback	   loop.	   For	  
some,	  negoMaMng	  the	  hidden	   curriculum	  was	  more	  diﬃcult,	  which,	   for	   them,	  
rendered	  a	  surgical	  career	  una`racMve	  or	  una`ainable.	  
Conclusions
Students	   perceived	   a	   clear	   surgery-­‐speciﬁc	   hidden	   curriculum.	   Via	   a	  
construcMvist	   grounded	   theory	  approach	  we	  have	  developed	   a	  model	  of	  how	  
students	   encountered,	   uncovered	   and	   enacted	   this	   hidden	   curriculum	   to	  
succeed.	  Drawing	  on	   concepts	   of	  Bourdieu,	  we	  discuss	   unequal	   access	  to	   the	  
hidden	   curriculum,	   which	   excluded	   many	   from	   the	   possibility	   of	   a	   surgical	  
career.
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Introduc:on	  
Students	  at	   the	   same	  medical	   school,	  who	  share	  a	  curriculum,	  make	  diﬀerent	  
career	   decisions	   (Goldacre	   et	   al.	   2004).	   This	   is	   perhaps	   unsurprising, 	   as	  
educaMonal	   experiences	  and	   the	  specialMes	   students	  encounter	   are	  as	  variable	  
as	  the	  students	  themselves.	  A	  student’s	  understanding	  of	  a	  specialty	  is	  derived	  
from	   their	   experiences,	   whether	   or	   not	   these	   involve	   formalised	   careers	  
informaMon:
A	  great	  deal	  of	  what	   is	  taught	  –	  and	  most	  of	  what	  is	  learned	  –	  in	  medical	  
school	   takes	   place	   not	   within	   formal	   course	   oﬀerings	   but	   within	  
medicine’s	  “hidden	  curriculum”.	  
Haﬀerty,	  (1998)
Though	   many	  descripMons	  exist,	  Haﬀerty	  and	   Haﬂer	   (2011)	   frame	   the	   hidden	  
curriculum	   as	   the	   culture,	  beliefs,	  and	   behaviours	   enacted	   by	  those	  within	   a	  
community,	   passed	   to	   students,	   who	   subsequently	   enact	   it	   themselves.	   This	  
sociocultural	   understanding	   implies	   that	   situated	   learning	   forms	   a	   signiﬁcant	  
proporMon	   of	   students’	   experiences	   (Gonon	   &	   Regehr	   2006).	   The	   hidden	  
curriculum,	  then,	  encompasses	  many	   factors	   that	   have	  been	   shown	   to	   aﬀect	  
students’	   career	   choices;	   indeed,	   medical	   school	   has	   been	   theorised	   as	   an	  
opportunity	  for	   students	   to	   “try 	  on	   possible	   selves”	   as	  they	  encounter	   a	   new	  
specialty	   and	   imagine	   a	   place	   for	   themselves	   within	   it	   (Burack	  et	   al.	   1997).	  
Increased	  exposure	  to,	  and	  enjoyment	  of,	  a	  specialty	  increase	  the	  likelihood	  of	  
a	  student	  pursuing	  the	  career	  (Maiorova	  et	  al.	  2008).	  Lifestyle	  factors	  are	  also	  a	  
major	   consideraMon	   in	  this	  process	  (Dorsey	  et	  al.	  2005),	  with	  work-­‐life	  balance	  
being	   a	   priority	   for	   many,	   especially	   women	   (Drinkwater	   et	   al. 	   2008).	  
AddiMonally, 	   the	   people	   encountered	   hold	   signiﬁcant	   inﬂuence:	   posiMve	   role	  
models	   and	   good	   teachers	   in	   a	   specialty	  a`ract	   students	   to	   that	   career,	   and	  
predict	   their	  success	  therein	   (Lempp	  &	  Seale	  2004;	  Rose	  et	  al.	  2005;	  Ravindra	  &	  
Fitzgerald	   2011). 	  RelaMonships	   are	   the	  medium	  through	  which	   students	   learn	  
the	  hidden	  curriculum	  (Lempp	  &	  Seale	  2004;	  Hager	  &	  Hodkinson	  2009),	  which	  
further	  holds	  with	  a	  sociocultural	  perspecMve.
The	   bulk	   of	   the	   literature	   exploring	   the	   hidden	   curriculum	   considers	   its	  
inﬂuence	  on	   students’	   understanding	   and	   enactment	   of	   professionalism,	   and	  
professional	   idenMty	  formaMon.	  Studies	   on	   the	  topic	   theorise	  development	   of	  
the	  idenMty	  of	  a	  doctor	  as	  a	  homogenous	  whole;	  few	  consider	   the	  similariMes	  
and	  diﬀerences	  of	  discrete	  medical	  specialMes.	  Surgery	  is	  discursively	  posiMoned	  
as	  diﬀerent	   to	   other	   specialMes	   (Coombs	  et	   al.	  1993;	  Gonon	  &	  Regehr	   2006),	  
with	  a	  disMnct	  culture	  (Cassell	   2000).	  Surgery	  polarises	  medical	  students,	  being	  
commonly	  cited	  as	  either	  their	  most	  or	   least	  popular	   career	   opMon	   (Cleland	   et	  
al.	  2012). 	  This	   suggests	  students	   develop	   early	  ideas	   of	   surgery,	  making	   it	   an	  
ideal	   context	   in	   which	   to	   explore	   their	   understanding	   of	   surgery’s	   culture,	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beliefs	   and	   behaviours	   –	   its	   hidden	   curriculum.	   Of	   further	   interest	   is	   the	  
unequal	   demographic	   spread	   in	   surgery;	   women’s	   conMnued	   under-­‐
representaMon	   highlights	   diﬀerenMal	   engagement	   in	   the	   specialty	   (McNally	  
2012),	   and	   there	   is	  evidence	  of	   diﬀering	  access,	  with	   female	   students	  having	  
negaMve	  experiences	   compared	  with	   their	   male	   counterparts	  (Hill	   &	  Vaughan	  
2013).	   Hence,	   using	   surgical	   culture	   as	   a	   context	   to	   explore	   the	   hidden	  
curriculum	   and	   career	   decisions	   allows	   exploraMon	   of	   issues	   of	   engagement,	  
access	  and	  exclusion.
We	  hypothesise	  that	   students	   become	   socialised	   into	   the	   culture	  of	   diﬀerent	  
specialMes	   whilst	   at	   medical	   school,	   suggesMng	   the	   existence	   of	   specialty-­‐
speciﬁc	   hidden	   curricula.	  Yet	  we	  do	  not	   understand	   how	  students	  experience	  
and	   negoMate	   the	   hidden	   curricula	  of	  diﬀerent	   specialMes. 	  Using	  surgery	  as	  a	  
case	   study,	   we	   aimed	   to	   establish	   ﬁrst, 	  whether	   a	   specialty-­‐speciﬁc	   hidden	  
curriculum	   existed	   for	   students,	   and	   second,	  how	   students	   encountered	   and	  
negoMated	  surgical	  career	  opMons.	  
Methods	  
Overview
To	  explore	  our	   research	  quesMons,	  we	   used	  construcMvist	  grounded	  theory	  as	  
described	   by	  Charmaz	   (2000).	   Implicit	   within	   a	   construcMvist	   approach	   is	   the	  
assumpMon	   that	   “data	   do	   not	   provide	   a	   window	   on	   reality.	   Rather,	   the	  
‘discovered’	   reality	   arises	   from	   the	   interacMve	   process	   and	   its	   temporal,	  
cultural,	  and	  structural	  contexts”	  (Charmaz	  2000;	  Mills	  et	  al. 	  2006).	  Hence,	  data	  
and	   analysis	   were	   co-­‐constructed	   between	   parMcipants	   and	   researchers,	   and	  
sensiMsing	   concepts	   from	   the	   literature	   informed	   our	   research	   quesMons,	  
interview	   discussion,	   and	   analysis	   –	   notably	   concepts	   relaMng	   to	   the	   hidden	  
curriculum	   and	   sociocultural	   concepts	   concerning	   idenMty	   and	   relaMonships	  
(Wenger	   1998;	  Cassell	   2000;	   Haﬀerty	   &	   Haﬂer	   2011).	  Researcher	   posiMoning	  
and	   its	  impact	   on	  the	  data	  collected	  warrants	  reﬂexivity;	  EH	  and	  KB	  were	  both	  
medical	   students	   within	   the	   insMtuMon	   during	   data	   collecMon,	   EH	   planning	   a	  
surgical	  career,	  and	  KB	   undecided	  about	  a	  future	   career	   path.	  RS	  and	   JH	  were	  
from	   non-­‐medical	   backgrounds,	   and	   their	   outsider	   posiMoning	   facilitated	  
‘creaMve	   disturbances’	   to	   challenge	   data	   interpretaMon	   (Fairclough	   2001).	  
Reﬂexivity	   diaries	   were	   kept	   by	   EH	   and	   KB	   throughout	   data	   collecMon	   and	  
analysis.	  This	   study	  took	  place	  within	   a	   large	  UK	  medical	   school, 	  which	   has	  a	  
ﬁve-­‐year	   undergraduate	   problem-­‐based	   learning	   curriculum.	   Ethical	   approval	  
was	  granted	  from	  The	  University	  of	  Manchester	  Research	  Ethics	  Commi`ee	  (Ref	  
No:	  11314).
CHAPTER 3
54
Data	  Collec;on
We	   administered	   an	   exploratory	   quesMonnaire	   to	   46	   students,	   purposively	  
sampled	  to	  represent	  as	  broad	  a	  range	  of	  surgical	  experience	  as	  possible	  (n=46:	  
59%	  female,	  17%	  pre-­‐clinical,	  46%	  considering	  a	  surgical	   career). 	  In	  addiMon	   to	  
demographic	   and	   career	   intenMon	   informaMon,	   the	   quesMonnaire	   included	  
open-­‐ended	   quesMons	   such	   as,	   “Are	   there	   any	  unwri`en	   rules	  about	   surgical	  
careers?”,	  “Describe	   a	   typical	   surgeon”,	   “What	   would	   help	   you	   succeed	   in	   a	  
surgical	   career?”, 	   and	   “What	   would	   hold	   you	   back?”	   Our	   analysis	   of	  
quesMonnaire	  data	  informed	  the	  discussion	  schedule	  for	  subsequent	  interviews.	  
Individual,	   semi-­‐structured	   interviews	   were	   used	   to	   explore	   in-­‐depth	   themes	  
from	   the	   quesMonnaire’s	   open-­‐ended	   answers.	   An	   open	   invite	   to	   all	   medical	  
students	   was	   issued	   via	   an	   announcement	   on	   the	   student	   intranet.	  Of	   those	  
who	   responded	   (n=30), 	   a	   separate	   cohort	   of	   interview	   parMcipants	   were	  
purposively 	  sampled	   by	  year	   group,	  gender, 	  degree	   of	   experience	  of	   surgery,	  
and	  interest	  in	  a	  surgical	  career	  (n=12;	  Table	  1).	  
Pseudonym Year Career	  inten8ons
Ben Preclinical	  students 1 Not	  considering	  surgery
Rebecca 1 Not	  considering	  surgery
Rachel 2 Unsure
Isabella 2 Future	  surgeon
Charlo`e Clinical	  students 3 Unsure
Stephen 3 Not	  considering	  surgery
Hannah 4 Not	  considering	  surgery
Harry 4 Future	  surgeon
Neela Final	  year	  students 5 Future	  surgeon
Tom 5 Future	  surgeon
Luke 5 Not	  considering	  surgery
Lily 5 Future	  surgeon
Table	  1	  -­‐	  Summary	  of	  interview	  parMcipants,	  organised	  by	  year	  of	  medical	  school
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Given	   the	  poliMcally	  sensiMve	   nature	  of	   the	  subject	  ma`er,	  we	  took	  deliberate	  
steps	   to	   facilitate	   honest,	   frank	   interviews	   with	   students.	   Interviews	   were	  
carried	   out	   by	   a	  medical	   student	   ‘insider’	   (KB)	   who	   explained	   to	   parMcipants	  
that	   she	   was	   undecided	   about	   her	   own	   career,	   could	   not	   be	   oﬀended,	  
appreciated	   honesty,	   and	   that	   the	  medical	   school	   would	   not	   have	   access	   to	  
their	   transcripts.	   Interviews	   were	   audio	   recorded	   and	   transcribed	   verbaMm.	  
Aner	  each	  interview	  or	   two,	  we	  conducted	  and	  reviewed	  the	  analysis,	  adapMng	  
the	  discussion	  schedule	  for	  subsequent	  interviews.	  This	  included	  the	  removal	  of	  
saturated	   areas	   from	   discussion,	   the	   addiMon	   of	   quesMons	   to	   elaborate	   on	  
emerging	   areas,	   and	   the	   purposive	   recruitment	   of	   ‘missing	   voices’	   from	   the	  
parMcipant	  group.	  For	  example,	  in	  the	  ﬁnal	  phase	  of	  data	  collecMon,	  we	  acMvely	  
recruited	   a	   parMcipant	   who	   had	   posiMve	  and	   inclusive	  experiences	   of	   surgery	  
yet	  did	  not	  want	  to	  be	  a	  surgeon.	  This	  provided	  a	  new	  perspecMve	  to	  challenge	  
our	  theory,	  and	  advance	  our	  model. 	  Aner	   twelve	  interviews	  the	  research	  team	  
agreed	  that	  no	  new	  themes	  perMnent	  to	  the	  research	  quesMons	  were	  emerging,	  
and	  that	  themaMc	  saturaMon	  had	  been	  met	  (Morse	  1995).
Data	  Analysis
Analysis	  was	  iteraMve	  and	  ongoing	  throughout	  the	  period	  of	  data	  collecMon.	  In	  
the	   iniMal	   open	   coding	   stage,	   all	   issues	   of	   interest	   in	   the	   transcripts	   were	  
assigned	   a	   code.	   Codes	   were	   constantly	   updated,	   negoMated	   and	   reviewed	  
whilst	   being	   compared	   to	   other	   data.	   EH	   and	   KB	   undertook	   analysis	  
collaboraMvely, 	  challenging	  each	  other’s	  interpretaMons	  throughout.	  JH	  recoded	  
the	  data	   independently, 	  generaMng	   alternaMve	   interpretaMons	   from	  her	   non-­‐
medical	   stance.	   Once	   emergent	   themes	   were	   established,	   exploraMon	   of	   the	  
links	  and	  relaMonships	  between	  themes,	  or	  axial	  coding,	  was	  undertaken	  by	  the	  
full	   team;	  we	   moved	   through	   increasing	   degrees	   of	   abstracMon	   to	   organise	  
themes	  into	  a	  cohesive	  model	  grounded	  in	  the	  data. 	  We	  performed	  iteraMons	  of	  
this	  analysis	  following	  each	  phase	  of	   interviews,	  and	  established	  a	  synthesis	  of	  
the	   full	   dataset,	   wherein	   new	   interview	   data	   were	   used	   to	   elaborate	   or	  
challenge	  areas	  of	  our	  working	  model.	  Final	  analysis	  stages	  involved	  discussions	  
within	   the	   research	   team	  and	  with	  peers	  from	  diverse	  backgrounds	  within	   the	  
ﬁeld,	  during	  which	  we	  situated	  our	  evolving	  model	  amongst	  wider	   theory.	  The	  
work	  of	   Pierre	   Bourdieu	   was	   raised	   recurrently	  as	  having	   resonance	  with	   our	  
model	   and	   providing	   greatest	   explanatory	   power	   (Bourdieu	   1977a;	   1977b;	  
1990a;	  1990b;	  1993;	  Watson	  et	  al.	  2009);	  thus,	  we	  used	  Bourdieusian	  concepts	  
to	   discuss	   the	   implicaMons	   of	   our	   model	   and	   relate	  our	   ﬁndings	   to	   the	  wider	  
context	  of	  medical	  educaMon	  and	  learning.
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Results	  
Students	  universally	  saw	  surgery	  as	  a	  career	  disMnct	  from	  other	  specialMes,	  with	  
a	  clearly	  deﬁned	  culture	  in	  which	  there	  were	  disMnct	  ways	  to	  achieve	  success.	  In	  
this	  sense,	  students	  perceived	  a	  clear	  hidden	  curriculum	  in	  surgery,	  expressing	  a	  
deeply	  held	  sense	  of	  the	  “rules”	  of	  a	  surgical	  career.
“There’s	   a	   quite	   clearly	   deﬁned	   game	   to	   a	   career	   in	   surgery...	   you’re	  
either	   aware	  of	  that	  or	  you’re	  not...	  if	  you’re	  not	   aware	  of	   it	   then	  I	  think	  
its	  much	  more	  diﬃcult	  um...	  to	  become	  a	  [surgeon],	  even	  if	  you	  have	  the	  
6me	  and	  the	  mo6va6on...	  You	  have	  to	  have	  a	  contact	  with	  the,	  the	  rules	  
[of	  surgical	  careers]	  in	  some	  way.”
Luke,	  5th	  year,	  not	  considering	  surgery	  
InteresMngly,	  students	   felt	   these	   rules	  could	   only	  be	   uncovered	   outwith	   their	  
school’s	  formal	   course	  curriculum,	  in	   keeping	  with	   Haﬀerty’s	  deﬁniMon	  of	   the	  
hidden	  curriculum	  (Haﬀerty	  1998).	  
“I	  don’t	   think	   there’s	  very	   much	   guidance	   at	   undergraduate	   level...	   it’s	  
not	   something	   that’s	   explicitly	   taught	   or	   told,	   you	   don’t	   have	   speciﬁc	  
careers	  events	  run	   by	   the	  medical	   school,	  it’s	  outside	  of	  erm,	  the	  remit	  
of...	  it’s	  seen	  as	  outside	  of	   the	  remit	  of	  the	  delivery	  of	  the	  curriculum	  by	  
the	  medical	  school...”
Tom,	  5th	  year,	  future	  surgeon
We	  now	  present	  our	   results	  for	  how	  students	  encountered	  and	  negoMated	   the	  
mechanisms	  of	  success	  and	  thus	  engaged	   in	  the	  surgical	  domain.	  Furthermore,	  
at	  each	  stage	  of	  this	  process,	  we	  include	  the	  voices	  of	  some	  students	  who	  were	  
either	  unwilling	  or	  who	   felt	  unable	  to	  engage;	  for	  them,	  it	   was	  not	  a	  ma`er	   of	  
simply	  choosing	   not	   to	   parMcipate	   in	   a	  surgical	   career, 	  but	   of	  being	  excluded	  
from	  the	  possibility	  of	  doing	  so.	  
1.	   Building	   a	   network:	   encountering	   and	   uncovering	   the	   hidden	  
curriculum
Students	   described	   relaMonships	   as	   fundamental	   to	   understanding	   how	   to	  
engage	   in	   the	   surgical	   world;	  building	   a	  network	  was	   criMcal	   to	   encountering	  
and	   uncovering	   the	   surgical	   hidden	   curriculum.	  A	   perceived	   lack	   of	   explicit,	  
formal	  careers	  informaMon	  meant	  students	   relied	  heavily	  on	   “word	  of	  mouth”,	  
with	   students	   suspecMng	   “who	   you	   know	   rather	   than	   what	   you	   know”	   was	  
important,	   making	   a	   network	   crucial	   to	   “get	   ahead”. 	   Students	   valued	  
connecMons	  with	  a	  diverse	  group	  including	  “consultants”,	  “SHOs”	  (Senior	  House	  
Oﬃcers	   –	   mid-­‐level	   surgical	   trainees),	   “anatomy	   demonstrators”,	   “parents”,	  
“students	  in	  older	   years”,	  “peers”	  (parMcularly	  those	  interested	  in	   surgery)	  and	  
“Scalpel”	  (Manchester’s	  undergraduate	  surgical	  society).	  Perhaps	  unexpectedly,	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a	  surgeon	  was	  not	   necessarily	  the	  most	   valuable	  person	   to	  have	  in	  a	  network;	  
rather,	  it	   was	  the	   insight	   into	  the	  rules	  of	   success	  these	  relaMonships	  aﬀorded	  
that	   ma`ered	   most,	   regardless	   of	   the	   role	   or	   seniority	   of	   the	   contact.	   This	  
exchange	   of	   informaMon	   took	   place	   in	   a	   range	   of	   environments, 	   including	  
clinical	  placements,	  extra-­‐curricular	  events,	  lectures	  and	  via	  social	  media.	  
“I	  think	  you	  just	  really	  have	  to	  inform	  yourself	  about	  [a	  career	   in	  surgery]
…	   speaking	   to	   people	  who	   are	   doing	   it…	   I	   really	   like	   speaking	   to	   erm,	  
SHOs	   who	   are	   doing	   it	   because	   they	   really	   have	   a,	   I 	   guess,	   realis6c	  
opinion	  about	  what	   it’s	   like...	  In	   terms	  of	   informa6on	  or	   anything	  about	  
surgery,	  I 	  think	  most	  of	  my	   surgical	  hints	  and	  6ps	  have	  come	  from	  other	  
students	  that	  are	  interested	  in	  surgery.”
Neela,	  5th	  year,	  future	  surgeon
However, 	  access	   to	   these	   important	   relaMonships	  was	   not	   equally	  distributed	  
amongst	   students;	   for	   those	  without,	  it	   was	   diﬃcult	   to	   admit	   they	  lacked	   an	  
understanding	   of	   the	   hidden	   curriculum,	  and	   they	  variably	  expressed	   anxiety,	  
frustraMon	   and	   someMmes	   despair	   over	   their	   future	   careers. 	   Their	   anxiety	  
stemmed	   from	   having	   vague	   encounters	  with	   the	   hidden	   curriculum	   without	  
the	  relaMonships	  or	  prior	  understanding	  to	  uncover	  its	  complexiMes.
“I	  feel	   like	  I 	  don’t	   really	  know	  what	  I’m	  supposed	  to	  be	  doing,	  at	   all, 	  for	  
anything.	  Like	  any	   career	   I’d	  wanna	   do	  I	  don’t	   know	  what,	  how	   I	  should	  
be	  working	  towards	  it.”
Charlo`e,	  3rd	  year,	  unsure	  
Even	   students	   with	   a	   developed	   network	   and	   understanding	   of	   the	   hidden	  
curriculum	  experienced	   anxiety, 	  believing	   they	   couldn’t	   aﬀord	   not	   to	  develop	  
the	  best	  network	  possible	  to	  gain	  future	  advantages.	  
“In	  a	  fair	  world	  it	  wouldn’t	  make	  a	  diﬀerence	  that	  you	  know	  them.	  But	   if	  
you	   know	   them	   and	   you’ve	   made	   a	   really	   good	   impression	   there’s	   a	  
possibility	  that	  it	  might.”
	  Isabella,	  2nd	  year,	  considering	  surgery
Building	  a	  network	  was	  easier	   for	   some	  students	  than	   others.	  Some	  students’	  
advantage	   stemmed	   from	   the	   ease	  with	  which	   they	   were	  able	   to	   meet	   new	  
people	   and	   build	   a	   network	   within	   the	   surgical	   domain,	   whilst	   others	   had	  
exisMng	  contacts	  in	  their	  family	  or	  wider	  social	  network.	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“One	  girl	   I 	  was	   talking	  about,	  she	  has	  two	  surgeons	  as	  parents.	  So	   she’s	  
got	   contacts,	   so	   it’s	   a	   bit	   easier	   for	   her	   to	   organise	   it	   [extra	   surgical	  
placements],	  and	  they	  can	  obviously	  help	  her	  through	  this.”
Rachel,	  2nd	  year,	  not	  considering	  surgery	  
Success	  in	  surgery	  was	  perceived	  by	  students	  as	  not	  purely	  meritocraMc;	  indeed,	  
nor	   was	   it	   meritocraMc	   by	   our	   analysis, 	  with	   students	   possessing	   diﬀerenMal	  
access	  to	  a	  network,	  and	   therefore	  diﬀerenMal	   access	  to	  the	  hidden	  curriculum	  
of	  surgical	  careers.
2.	  Enac8ng	  the	  hidden	  curriculum
In	   order	   to	   engage	   further	   in	   the	   surgical	   domain,	   students	   needed	   to	  
operaMonalise	  what	  they	  had	  learned	  through	  their	  network.	  This	  was	  achieved	  
via	  two	  key	  processes,	  which	  we	  term	  ‘Mcking	  the	  boxes’	  and	  ‘walking	  the	  talk’,	  
and	  whose	  importance	  Luke	  arMculates.
“So	  I	  think...	  if	  you	  have	  a	  really	   clear	   sense	  of	   that, 	  and	   you	   know	   that	  
you	  can	  6ck	  all	   those	  boxes	   then	  I	  think	  its	  very	  easy,	  if	   you	  don’t	   know	  
how	  to	  portray	   yourself,	  what	  measurable	  things	  are	  important	   and	  you	  
don’t	  have	  a	  sense	  of	  the	  people	  in	  the	  game	  then	   I 	  think	  its	   [success	   in	  
surgery	  is]	  very,	  very	  diﬃcult.”
Luke,	  5th	  year,	  not	  considering	  surgery	  
Ticking	  the	  boxes
Students	   clearly	   idenMﬁed	   the	   achievements	   required	   to	   pursue	   a	   surgical	  
career,	  or	  “boxes	  that	  need	   to	  be	  Mcked”.	  The	  majority	  of	   these	  were	  acMviMes	  
set	  outside	  the	  formal	  medical	  school	  curriculum.
“Research	  is	  an	  essen6al	   skill,	  like	  sort	  of	  publica6ons	  and	  presenta6ons	  
are	  really	   sort	   of	  seen	   as	  essen6al	   things	   that	  you	  need	  to	   have...	  going	  
to	   courses,	  surgical	   careers	   days	   learning	  suturing	   techniques, 	  erm,	  and	  
things	  like	  that.”
Tom,	  5th	  year,	  future	  surgeon
Among	  students	  who	  felt	  they	  understood	  what	  was	  required	  to	  succeed,	  there	  
was	   consensus	   on	   the	   accolades	   and	   skills	   needed	   to	   “set	   yourself	   apart”,	  
though	   this	  was	   paradoxical	   as	   all	   future	  surgeons	  engaged	   in	   these	   acMviMes.	  
CompleMng	   “audits”,	   “teaching”,	   “geung	   prizes”,	   “knowing	   anatomy”	   and	  
“doing	  really	  well”	  in	   formal	  examinaMons	  were	  universally	  deemed	   important.	  
“Technical	  ability”,	  such	  as	  being	  able	  to	  suture,	  was	  also	  important, 	  and	  future	  
surgeons	  pracMced	  surgical	  skills	  in	  their	  spare	  Mme.	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Walking	  the	  talk
In	  addiMon	  to	  Mcking	  the	  boxes,	  parMcipants	  felt	  it	  was	  necessary	  to	  “ﬁt	  yourself	  
into	  that	  [surgical]	  mould”:	  employing	  disposiMons	  in	  keeping	  with	  the	  ideal	  of	  a	  
successful	  future	  surgeon.
“If	   you	   can	   be	   as	  much	   like	   the	   surgeons	   you	   know	   as	   possible	   then	  
you’re	  probably	  more	  likely	  to	  do	  well.”
Hannah,	  year	  4,	  not	  considering	  surgery
Students	   had	   to	   disMnguish	   themselves	   by	   their	   behaviour	   via	   showing	  
“iniMaMve”,	  “drive”	  and	  “dedicaMon”	  in	  seeking	  out	  means	  to	  get	  ahead,	  and	  by	  
enacMng	  valued	   characterisMcs	  via	  being	  “conﬁdent”,	   “harsh”, 	  “asserMve”	   and	  
“compeMMve”.	  Although	   it	  was	  well-­‐deﬁned	   and	   agreed	  what	   future	  surgeons	  
were	  like	  (the	  talk),	  not	   all	   students	  were	  willing	  or	   felt	   able	  to	  embody	  these	  
disposiMons	  (to	  walk	  the	  talk).	  
“I	   think	  a	   lot	   of	   [students	  who	   want	   to	  do	  surgery]	   are	  really	   driven.	   If	  
they	  know	  at	  this	  stage	  they	  want	  to	  do	  it,	  they	  will	  sort	  of	  go	  out	  of	  their	  
way…	  just	  very	   determined.	  Like	  if	  they	  know	  they	  want	  to	  do	  it	   they	  will	  
do	  anything	  they	  can	  to	  get	  there…	  making	  the	  most	  of	  all	   opportuni6es	  
they	  get	  really.”
Rachel,	  2nd	  year,	  not	  considering	  surgery
In	  summary,	  enacMng	  the	  hidden	  curriculum	  involved	   the	  complex	   interplay	  of	  
‘Mcking	  the	  boxes’	  and	  ‘walking	  the	  talk’.	  
“Um,	  I’ve	  never	  really	  considered	  myself	  for	  surgery,	  no…	  because	  a)	  I’m,	  
I’m	   like	  really	   clumsy	   and	   b)	   I	   just	   think	  I’m	   not	   what’s	   the	  word	   um...	  
driven	  enough.	  I	  mean…	   I’ve	  not	  got	   any	   interest	   in	   being	  the	  best...	  like	  
ge=ng	  the	  best	  mark	  in	  the	  year	  …	  I	  know	  probably	  you	  don’t	  have	  to	  be	  
the	   top,	  the	  best, 	  to	  be	  any	  kind	   of	   surgeon...	  but	   I 	  don’t	   know,	  I	  just,	   I	  
just	  don’t	  have	  that	  that	  drive.”
Stephen,	  3rd	  year,	  not	  considering	  surgery
Stephen	  arMculates	  a	  combinaMon	  of	  reasons	  for	  not	  pursuing	  surgery.	  RelaMng	  
to	   ‘Mcking	   the	   boxes’	   is	   his	   perceived	   clumsiness	   and	   not	   geung	   top	   marks,	  
whilst	   relaMng	  to	   ‘walking	  the	  talk’	   is	   his	   lack	  of	   ‘drive’	  and	   lack	  of	   interest	   in	  
“being	   the	   best…	   in	   the	   year”. 	   For	   some,	   walking	   the	   talk	   was	   eﬀortless	  
because,	   for	   them,	   such	   disposiMons	   were	   innate. 	  Others,	   having	   uncovered	  
which	  disposiMons	  were	  valued,	  modiﬁed	   their	   behaviour,	  whether	   consciously	  
or	   unconsciously, 	  to	   suit	   the	   surgical	   domain.	   A	   further	   group	   was	   excluded,	  
being	  unwilling	  or	  feeling	  unable	  to	  enact	  this	  way	  of	  being.
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“I	  haven’t	  felt	  excluded	  in	  what	   I’m	  able	  to	  do,	  I’ve…	  I’ve	  excluded	  myself,	  
thinking,	   “I	   don’t	   want	   to	   be	   like	   you”... 	   if	   I	   ﬁnd	   an	   environment	   too	  
blokey	  I	  oAen	  withdraw.”
Luke,	  5th	  year,	  not	  considering	  surgery	  
Notably,	  the	  behaviours	  required	  to	  enact	  the	  hidden	  curriculum	  were	  strongly	  
gendered,	  making	  them	  more	  accessible	  to	  male	  students	  than	  females,	  and	   to	  
some	  men	  more	  than	  others.
“I	  can	  think	  of	  one	  girl	  in	  par6cular	  who	  wants	  to	  be	  a	  surgeon	  and	  she’s	  
deﬁnitely	   very	   very	   driven	  and	  she’s	  been,	  she’s	  been	   described	  as	  scary	  
before,	   erm,	   but	   for	   the	   boys…	   I 	   suppose	   it’s	   girls;	   they’d	   be	   more	  
diﬀerent	  perhaps…”
Hannah,	  year	  4,	  not	  considering	  surgery
Students	   felt	   you	   needed	   to	   adopt	   masculine	   characterisMcs	   to	   adapt	   to	   the	  
“predominately	  male	  environment”.
“I	  think	  it’s	  hard	  if…	  how	  you	  think	  of	  yourself	  really	  and	  what	  you	  decide	  
to	   portray	   in	   an	   interview	   are	   complete	   diametric	   opposites…	   for	  
example…	  I 	  don’t	  like	  doing	  the	  blokey	  banter	  stuﬀ	  and	  they	  were	  a	  panel	  
of	   four	   men,	   I 	   would	   do	   that…	   not	   obviously	   make	   sexist	   jokes	   or	  
whatever	  but	  I	  dunno	  a	  diﬀerent	  tone	  to	  the	  way	  you	  speak...”
Luke,	  5th	  year,	  not	  considering	  surgery	  
Akin	   to	   building	  a	   network,	  again	   there	  was	   diﬀerenMal	   access	   to	   the	   hidden	  
curriculum	  –	  this	  Mme	  because	  some	  students	  were	  unwilling	  or	   felt	   unable	   to	  
enact	  disposiMons	  in	  the	  manner	  required	  by	  the	  hidden	  curriculum	  –	  meaning	  
a	  further	  subset	  were	  excluded	  from	  surgical	  careers.
3.	  FiTng	  in	  as	  a	  future	  surgeon
The	  diﬀerenMal	  willingness	  or	  perceived	  ability	  of	  students	  to	  enact	   the	  beliefs,	  
autudes,	   and	   behaviours	   valued	   in	   the	   surgical	   domain	   meant	   that	   “future	  
surgeons”	  emerged	  as	  a	  clearly	  idenMﬁable	  group.
“It’s	  just	   like	  the	  surgery	  group	  *laughs*	  and	  then	  the	  people	  who	  don’t	  
have	  a	  clue	  yet!”
Rachel,	  2nd	  year,	  not	  considering	  surgery
Making	  others	  aware	  of	  an	  intenMon	  to	  become	  a	  surgeon,	  by	  saying	  it	  out	  loud,	  
was	  an	  important	  part	  of	  the	  hidden	  curriculum;	  this	  act	   in	  itself	  simultaneously	  
allowing	   future	   surgeons	   to	   idenMfy,	  and	   be	   idenMﬁed	   by	  others,	   as	   a	   future	  
surgeon.	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“Obviously	  most	  medical	   students	  don’t	  know	  what	  they	  want	   to	  do	  but	  
I’ve	  found	  that	   those	  who	  want	  to	  do	  surgery	  are	  very	  keen	  and...	  they’re	  
very	   clear	   minded,	   like	  “that’s	   what	   I	  want	   to	  do”,	  and	   that’s	   probably	  
what	  they’ll	  go	  on	  to	  do.”
Neela,	  5th	  year,	  future	  surgeon
Simply	   staMng	   a	   desire	   to	   become	   a	   surgeon	   was	   not	   enough;	   the	   most	  
legiMmate	  future	  surgeons	  walked	  the	  talk	  publicly	  in	  an	  “obvious”	  way,	  gaining	  
recogniMon	   from	  surgeons	  in	   the	  process;	   it	   was	  important	   others	  were	  aware	  
of	   your	   “compeMMveness”	   and	   “drive”	   to	   accumulate	   surgical	   accolades.	  
However, 	   some	   students	   deemed	   the	   perceived	   necessity	   of	   displaying	   such	  
characterisMcs	   as	   una`racMve	   or	   impossible	   for	   them.	   This	   caused	   them	   to	  
“think	  twice”	  about	  surgery	  or	  to	   disidenMfy	  completely	  with	   it	  possible	  career	  
path,	  not	  ﬁung	  with	  the	  “type	  of	  person”	  the	  hidden	  curriculum	  required	  them	  
to	  be.
“I	  haven’t	  anything	  against	  them…	  they	   just	  have	  a	  certain	  drive,	  like,	  not	  
that	  I	  lack	  but…	  I 	  dunno,	  I	  think	  they’re	  just	   a	  diﬀerent	  type	  of	  person	  to	  
me.”
Rachel,	  2nd	  year,	  not	  considering	  surgery
Again,	  as	  with	  building	  a	   network	  and	   enacMng	  the	  hidden	   curriculum,	  not	   all	  
students	   idenMﬁed,	   nor	   were	   idenMﬁable, 	   as	   a	   future	   surgeon	   to	   the	   same	  
degree.	  This	  parMcular	  diﬀerence	  became	   important	   as	  ﬁung	   in	  was	  essenMal	  
to	   gain	   parMcipaMon	   in	   the	   surgical	   domain,	   most	   notably	   in	   the	   operaMng	  
theatre.
4.	  Gaining	  par8cipa8on	  in	  the	  surgical	  world
ParMcipaMon	   in	   theatre	   was	   a	   key	   event;	   those	   struggling	   to	   parMcipate	   felt	  
excluded	   from	   the	   surgical	   world,	   whilst	   others	   described	   extremely	  posiMve	  
experiences	  derived	  via	  enhanced	  parMcipaMon.
“Un6l	   you’ve	  got	   into	   theatre	  and	   you’re	  scrubbing	   in,	   that’s	  when	   like	  
you	  realise	  what	  they’re	  actually	  doing	  and	  how	  they’re	  doing	   it.	  So	  yeah	  
the	   only	   way	   to	   get	   included	   really	   is	   to	   get	   scrubbed	   in	   and	   try	   and	  
assist.	  But	  like	  it’s	  quite	  diﬃcult	  to	  actually	  do.”
Harry,	  4th	  year,	  future	  surgeon
“Scrubbing	  in”	  was	  synonymous	  with	  parMcipaMon	  in	  the	  surgical	  world,	  though	  
many	   discussed	   the	   challenging	   negoMaMon	   preceding	   being	   able	   to	   scrub.	  
While	  future	  surgeons	  stated	  conﬁdently	  that	  you	   should	   always	  seek	  to	   scrub,	  
other	   students	   struggled	   to	   understand	   the	   eMque`e	   of	   surgical	   theatres	   as	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they	  did	  not	  have	  a	  network	  of	  relaMonships	  whereby	  these	  unwri`en	  rules	  had	  
been	   made	   explicit	   to	   them.	   Such	   rules	   included	   “geung	   to	   theatre	   early”,	  
“asking	  quesMons”,	  “showing	  you	   are	  keen”	  and	   “being	  proacMve”.	  Those	  that	  
did	   access	   this	   form	   of	   parMcipaMon	   valued	   the	   experience	   immensely,	   as	   it	  
oﬀered	  opportuniMes	  to	  belong,	  feel	  involved	  and	  be	  included.	  For	  students	  like	  
Neela,	  understanding	  the	  rules	  and	   embodying	  the	  expected	   disposiMons	  of	  a	  
future	  surgeon	  facilitated	  parMcipaMon.
“I	  was	  doing	  a	  surgical	  placement	   and	   I	  think	  I	  showed	   them	  that	   I	  was	  
really	  interested	  and	  really	  keen	  and…	  I’m	  really	  not	  punctual	  but	  I	  was	  in	  
at	   like	   7.30	  every	   morning,	   and	   not	   even	   just	  my	   consultant	   but	   other	  
surgical	   consultants	   were	   like	   “if	   you’ve	   got	   nothing	   to	   do	   in	   the	  
aAernoon	  or	   the	  morning	  come	  by	   and	  help	  us	  out	   in	  theatre”	  and	   I 	  did	  
that	   for	   like	  a	   whole	  week	  where, 	  even	   though	   it	  was	   just	   like	  holding	  
retractors	  and	  they	  let	  me	  do	  like	  a	  few	  s6tches	  and	  things	  like	  that, 	  that	  
was	  like	  actually	   really	  nice	  because	  they	  weren’t	  just	  my	  team	  but	  it	  was	  
like	  other	  surgical	   teams	  as	  well	  erm,	  so	   I	  felt	   quite	  involved...	  so	   that’s	  
sort	  of	  an	  important	  experience.”
Neela,	  5th	  year,	  future	  surgeon
ParMcipaMon	   encompassed	   more	   than	   operaMng:	   the	   “banter”	   occurring	   in	  
theatre	   and	   amongst	   future	   surgeons	  was	   an	   important	   phenomenon	   which	  
medical	   students	   needed	   to	   either	   enjoy	   or	   be	   “tolerant”	   of	   in	   order	   to	   be	  
accepted.	  
	  
“Some	  people	  complain	   about	   consultants	  and	   stuﬀ,	  and	   I	   think	  you’ve	  
go@a	   be	   a	   bit	   tolerant...‘cause	   in	   reality	   that’s	   what	   happens	   in	  
theatre...and	  tolerant	  of	   their	   behaviours	  because	  obviously	   they’ve	  got	  
to	  where	  they	  are	  because	  they’re	  good	  at	  what	  they	  do...but	  in	  terms	  of	  
joining	   in	   it’s	   not	   vital	   but	   I	   think	   it	   does	   help	   to	   maintain	   that	  
rela6onship	  with	   the	  consultant,	   like	  to	   show	   that	   you’re	  a	   bit,	   I	   don’t	  
know,	  a	  bit	  sociable.”
Harry,	  4th	  year,	  future	  surgeon
Harry	   shows	   some	   recogniMon	   that	   this	   behaviour	   would	   be	   somehow	  
unacceptable	   outside	   theatre	   and	   might	   marginalise	   other	   students,	   yet	   he	  
normalises	  it	  as	  “sociable”;	  he	  does	  not	  contemplate	  challenging	  this	  behaviour,	  
rather	   staMng	   that	   to	   align	   yourself	   with	   the	   behaviour	   will	   help	   build	  
relaMonships.	   An	   understanding	   of	   the	   importance	   of	   ﬁung	   in	   and	   being	  
accepMng	  of	  surgical	  culture	   in	  order	  to	  engage	  in	  a	  surgical	  career	  meant	  that,	  
for	  Hannah,	  who	  felt	  the	  banter	  in	  theatre	  clashed	  with	  her	  own	  values,	  surgery	  
was	   not	   a	   career	   she	   could	   contemplate.	   Being	   party	   to,	   and	   thus	   feeling	  
complicit	  in	  this	  banter	  was	  upseung	  and	  made	  her	  intensely	  uncomfortable.	  
HIDDEN CURRICULUM OF SURGERY
63
“They	  were	  including	  me	  in	  their	  banter	  but	   I	  hated	  it.	  So	  in	  a	  way	   it	  was	  
including	  me	  but	  just	  in	  such	  a	  way	  that	  was	  awful.”
Hannah,	  4th	  year,	  not	  considering	  surgery
The	   necessity	   students	   felt	   to	   “ﬁt	   in”	   with	   surgeons	   and	   surgery,	   and	   their	  
understanding	  of	  “the	  rules”	  not	  only	  len	  some	  students	  feeling	  that	  were	  they	  
unable	   to	   challenge	   the	   exisMng	   ideals;	   there	   was	   also	   a	   strong	   sense	   that	  
surgery	  as	  a	  pracMce	  was	  staMc,	  and	  unlikely	  to	  change.
“I	  think	  surgery	  has	  been	  shaped	  by	  the	  surgeons	  and	  the	  surgeons	  shape	  
the	  future	  surgeons.”
Hannah,	  4th	  year,	  not	  considering	  surgery
5)	  Comple8ng	  the	  cycle
For	   the	   remaining	  students	  who	  wished	  to	   become	  a	  surgeon,	  parMcipaMon	   in	  
surgery	  was	  invaluable	  for	   its	  opportuniMes	  to	   further	   develop	  their	   networks	  
and	   understanding	   of	   surgical	   careers.	   This	   represented	   a	   posiMve	   feedback	  
loop,	  represented	  in	  our	  cyclical	  model	  (Figure	  1)	  of	  how	  students	  negoMate	  the	  
surgical	  hidden	  curriculum.	  
Our	  model	   summarises	   the	  processes	   by	  which	  students	   negoMate	  the	   hidden	  
curriculum.	  Students	  accumulated	  informaMon	  regarding	  the	  hidden	  curriculum	  
via	   relaMonships	   and	   building	   a	   network.	   Students	   could	   enact	   the	   hidden	  
curriculum	   of	   surgery	   in	   two	   main	   ways:	   accumulaMng	   the	   achievements	  
required,	  and	  displaying	  the	  personal	  characterisMcs	  expected	  of	  surgeons.	  This	  
allowed	   them	   to	   idenMfy	   themselves,	   and	   be	   idenMﬁed	   by	   others,	   as	   future	  
surgeons.	  Students	  were	  thus	  able	  to	  ﬁt	  in,	  gaining	  them	  access	  to	  parMcipaMon	  
in	   the	  operaMng	  theatre.	  ParMcipaMon	  was	  an	  important	  way	  to	   further	  expand	  
their	  network	  and	  gain	  more	  surgical	  careers	  informaMon.
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Figure	  1	  –	  Model	  of	  how	  students	  encounter	  and	  nego;ate	  the	  hidden	  curriculum	  
of	  surgical	  careers.	  
1.	  Building	  a	   network	  allowed	  students	  to	  undercover	  the	   hidden	  curriculum	  of	  surgical	  
careers,	  as	  informaMon	  ﬂowed	  through	  relaMonships.	  2.	   Enac8ng	  the	  hidden	  curriculum	  
involved	   students	   operaMonalising	   what	   they	   learnt	   from	   their	   network;	   pursuing	  
legiMmate	   accolades	  and	  skills,	  and	  embodying	   legiMmate	   disposiMons.	   3.	  FiTng	   in	  as	  a	  
future	  surgeon	  through	  enactment	  of	  the	  hidden	  curriculum	  idenMﬁed	  some	  students	  as	  
future	   surgeons,	  possessing	   legiMmacy	  in	  the	  surgical	  domain.	  4.	  Gaining	  par8cipa8on	  in	  
the	  surgical	  world	  was	  more	  readily	  available	  to	  those	  who	  ﬁ`ed	  in,	  most	  notably	  in	  the	  
operaMng	   theatre.	   5.	   Comple8ng	   the	   cycle 	   occurred	   when	   students	   used	   their	  
experiences	  of	  parMcipaMon	  to	  further	  develop	  their	  network	  and	  understanding	   of	  the	  
surgical	  hidden	  curriculum,	  in	  a	  posiMve	  feedback	  loop.
Animated	  model	  available:	  Hidden	  Curriculum	  of	  Surgery	  on	  Youtube	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Discussion
As	   our	   data	   show,	  negoMaMng	   the	   hidden	   curriculum	   of	   surgery, 	  a	   new	   and	  
unfamiliar	   domain,	   was	   challenging	   for	   students;	   however,	   for	   those	   who	  
struggled	  to	  ﬁt	  in	  with	  its	  expectaMons	  and	  cultural	  values,	  this	  was	  even	  more	  
diﬃcult.	   Pierre	   Bourdieu’s	   concepts	   of	   habitus,	   capital	   and	   ﬁeld	   are	   useful	  
theoreMcal	   tools	   to	   explain	   students’	   diﬀering	   parMcipaMon	   in	   the	   surgical	  
domain	   (Watson	   et	   al.	  2009).	   The	   surgical	   domain	  may	  be	   seen	  as	   a	  ﬁeld,	   in	  
which	   certain	  behaviours	   appear	   to	  be	  reasonable,	  for	   example	   learning	  in	   an	  
operaMng	   theatre	   via	   standing	   scrubbed	   in	   a	   room	   not	   touching	   or	   saying	  
anything.	   This	  behaviour	   would	   not	  make	  sense	   in	   another	   ﬁeld,	  for	   example	  
general	   pracMce, 	  where	   the	   same	   behaviour	   would	   seem	   absurd.	   The	   ﬁeld,	  
then,	  gives	  meaning	   to	   acMviMes.	  Every	  ﬁeld	   has	  its	  own	   “logic”,	  a	   “game”,	   in	  
which	   individuals	   compete	   for	   a	   be`er	   posiMon	   in	   the	   ﬁeld	   (Bourdieu	   1993).	  
Bourdieu	   asserts	   that	   players	  must	   have	   a	  “feel	   for	   the	  game”	   –	  an	   inherent,	  
onen	   unconscious,	  understanding	   for	   the	   values	   and	   goals	   of	   a	  ﬁeld,	   gained	  
through	  experience	  in	  the	  ﬁeld	  (Bourdieu	  1990b).	  A	  “feel	  for	  the	  game”	  equates	  
to	  an	  understanding	  of	   the	  hidden	  curriculum,	  and,	  as	  Luke	  discusses,	  students	  
have	  diﬀerenMal	  access	  to	  this:	  “There’s	  a	  quite	  clearly	  deﬁned	  game	  to	  a	  career	  
in	  surgery... 	  you’re	  either	  aware	  of	  that	  or	  you’re	  not...	  if	  you’re	  not	  aware	  of	  it	  
then	  I	  think	  its	  much	  more	  diﬃcult.”
Habitus	   refers	   to	   an	   individual’s	   disposiMons:	   ways	   of	   thinking,	   acMng	   and	  
feeling	   formed	   by	   social	   interacMon,	   including	   family	   life.	   These	   disposiMons	  
include	  pracMcal	   skills, 	  tastes,	  styles	   and	   expectaMons	  that	  determine	   how	   an	  
individual	  will	  encounter	  the	  social	  world.	  
And	  when	  habitus	  encounters	  a	  social	  world	  of	  which	  it	   is	   the	  product,	  it	  
is	   like	  a	   ‘ﬁsh	   in	  water’:	   it	   does	  not	   feel	   the	  weight	   of	   the	  water	   and	   it	  
takes	  the	  world	  about	  itself	  for	  granted.
Bourdieu,	  in	  Wacquant	  (1989)
Within	  our	  model,	  ‘walking	  the	  talk’	  can	  be	  seen	  as	  the	  process	  of	  internalising	  
the	   condiMons	   of	   the	   ﬁeld	   –	   developing	   a	   pracMcal	   eﬃciency	   in	   the	   surgical	  
world.	  Thus	  individuals	  come	  to	   embody	  the	  disposiMons	  necessary	  to	  idenMfy	  
themselves	  and	  be	  idenMﬁed	  by	  others	  as	  a	  future	  surgeon.	  Harry	  and	  Hannah’s	  
diﬀering	  experience	  of	   surgical	   banter	   are	  explained	   by	  Harry’s	  being	  a	   ‘ﬁsh	   in	  
water’	  –	  taking	  the	  social	  reality	  of	  the	  operaMng	  theatre	  for	  granted.	  
Bourdieu’s	   concept	   of	   capital	   can	   take	   economic,	  cultural,	   social	   or	   symbolic	  
forms.	  In	  our	  data, 	  students	  must	  Mck	  the	  boxes;	  they	  must	   accrue	  recognised	  
cultural	  capital	  (“knowing	  anatomy”)	  and	  symbolic	  capital	  (rotaMon	  at	  a	  surgical	  
“centre	  of	  excellence”),	  in	  addiMon	  to	  the	  social	   capital	  of	  their	   network, 	  which	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facilitated	   parMcipaMon	   in	   the	   surgical	   ﬁeld	   –	   an	   acMvity	  reserved	   for	   those	   in	  
more	  successful	  posiMons.
Uncovering	  the	   surgical	   hidden	  curriculum,	  then,	  related	   to	  understanding	   the	  
importance	   of	   the	   accrual	   of	   relevant	   capital	   and	   embodiment	   of	   surgical	  
disposiMons	   –	   development	   of	   a	   feel	   for	   the	   game.	   This	   understanding	  
resonates	   with	   Haﬀerty’s	   deﬁniMon	   discussed	   earlier	   (Haﬀerty	   1998).	   Yet	  
accrual	  of	  capital	  and	  embodiment	  of	  disposiMons	  are	  not	  simple	  processes,	  and	  
Bourdieu	  would	  emphasise	  how	  surgical	  pracMce	  preserves	  its	  underlying	  social	  
structure.	  Our	  model	   shows	  students	  felt	   they	  must	  ﬁt	   in	  with	  surgical	  pracMce	  
in	  order	   to	  parMcipate.	  Many	  are	  disprivileged	  by	  the	  exisMng	  pracMce;	  habitus,	  
for	   example,	   is	   largely	   determined	   by	   family	   and	   community,	   and	   Rachel	  
discusses	  the	  beneﬁts	  of	  having	  surgeons	  as	  parents.	  Equally,	  the	  disposiMons	  of	  
the	   surgical	   ﬁeld	   were	   gendered,	   meaning	   masculine	   characterisMcs	   and	  
behaviours	   were	   privileged,	   marginalising	   many,	   including	   some	   men.	   In	  
Bourdieusian	   terms,	  the	   necessity	   to	  ﬁt	   in	  may	  be	  seen	   as	   reproducMon,	  with	  
the	   powerful	   maintaining	   their	   posiMons	   through	   unequal	   accumulaMon	   of	  
capital	  and	  the	  privileging	  of	  certain	  habitus.	  Students	  felt	  the	  rules	  and	  hidden	  
curriculum	   of	   surgery	   were	   implicit	   and	   non-­‐negoMable	   –	   “doxa”	   in	   the	  
Bourdieusian	   sense:	  principles	   “beyond	   quesMon	   and	  which	   each	   agent	   tacitly	  
accords	  by	  the	  mere	  fact	  of	  acMng	  in	  accord	  with	  a	  social	  convenMon”	  (Bourdieu	  
1977a).	  While	   students	  must	  conform	  (and	  feel	   they	  must	  conform)	  to	   engage	  
in	   surgical	   careers,	  the	   surgical	   ﬁeld, 	  its	  privileged	  habitus	  and	   the	  nature	   and	  
distribuMon	  of	   its	  capital	  will	   remain	  unchanged.	  By	  making	  the	  surgical	  hidden	  
curriculum	   explicit	   and	   thus	   enabling	   criMcism,	   challenge	   and	   reform	   of	   the	  
exisMng	  ideals,	  change	  and	  innovaMon	   in	  the	  ﬁeld	  could	  occur, 	  broadening	  both	  
the	  number	   and	   type	   of	   students	   able	   to	   idenMfy	  and	   be	   idenMﬁed	   as	   future	  
surgeons.
Our	   research	   approach	   had	   signiﬁcant	   strengths.	   First, 	   the	   frankness	   of	   our	  
interview	   data	   was	   facilitated	   by	   the	   posiMon	   of	   KB, 	   a	   medical	   student,	   as	  
interviewer.	   Second,	   the	   interview	   schedule	   was	   informed	   by	   analysis	   of	  
quesMonnaire	   data, 	   allowing	   us	   to	   examine	   our	   research	   quesMon	   in	   both	  
breadth	  and	  depth.	  Third,	  iteraMve	  data	  collecMon	  and	  analysis	  was	  undertaken	  
by	   EH	   and	  KB	   working	   in	   partnership;	   resultantly,	   interpretaMons	  of	   the	   data	  
were	  constantly	  challenged,	  and	  renegoMated	  furthering	  the	  academic	  rigour	  of	  
the	  work.	  Despite	  the	  mixed	  theoreMcal	  backgrounds	  of	  the	  research	   team,	  we	  
were	  heavily	  sensiMsed	  to	  social	   theories	  of	  learning, 	  which	  have	  informed	   the	  
concepts	  that	  emerged	   from	  the	  data;	  had	  this	  data	  been	  analysed	  by	  another	  
research	   team,	  a	  diﬀerent	  model	  may	  have	  emerged.	  This	  is	  acknowledged	   in	  
the	   construcMvist	   grounded	   theory	   approach;	   however,	   we	   kept	   reﬂexivity	  
diaries	  throughout	  data	  collecMon	  and	  analysis,	  to	  understand	  how	  such	  factors	  
inﬂuenced	  analysis.
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In	   terms	  of	   limitaMons,	  as	   a	   single-­‐site	   study,	  we	   examined	   one	   culture	   at	   a	  
single	   insMtuMon.	   Our	   insMtuMon	   has	   a	   prominent	   undergraduate	   surgical	  
society, 	  which	   facilitates	   student-­‐surgeon	   interacMon	   before	   formal	   curricular	  
surgical	   placements.	   Thus,	   networking	   opportuniMes	   may	   be	   more	   readily	  
available	   at	   an	   earlier	   stage,	   and	   the	   importance	   of	   peer	   support	   may	   be	  
exaggerated	  in	  our	  data.	  Further,	  our	   interview	  discussion	  schedule	  was	  heavily	  
informed	  by	  quesMonnaire	  responses, 	  rather	  than	  having	  open	  discussions, 	  and	  
consequently	  we	  may	  have	  focused	  our	  data	  collecMon	  prematurely.
Our	  model	   has	  clear	   pracMcal	   implicaMons.	  There	  may	  be	   signiﬁcant	  beneﬁt	   in	  
idenMfying	   and	   making	   explicit	   aspects	   of	   the	   hidden	   curriculum;	   medical	  
schools	   could	   support	   medical	   students’ 	   engagement	   in	   specialist	   career	  
socieMes,	   to	   facilitate	   relaMonship	   building.	   Formal	   peer-­‐mentoring	   may	   also	  
oﬀer	  such	  opportuniMes. 	  Clinicians	  may	  explicitly 	  share	  with	  students	  their	  own	  
narraMves	  of	  why	  they	  chose	  their	   career,	   the	   achievements	   and	   disposiMons	  
expected	   within	   it,	   and	   consciously	   create	   opportuniMes	   for	   parMcipaMon.	  
Further,	   it	   is	   clear	   that	   medical	   schools	   cannot	   assume	   that	   the	   provision	   of	  
standardised	  surgical	  placements	  equips	  all	  students	  with	  an	  equal	  opportunity	  
to	  learn	  and	  engage	  in	  surgery.
Our	   study	  focused	  on	   surgical	   careers,	  and	   exploraMon	   of	   the	  model	   in	   other	  
contexts, 	  for	  example	  in	  other	  cultures,	  specialMes	  and	  training	  stages,	  may	  add	  
greatly	   to	   its	   transferability.	   AlternaMve	   methodologies,	   parMcularly 	   social	  
networks	   analysis,	   using	   focused	   interviews	   or	   large-­‐scale	   surveys	   could	  
elucidate	   what	   relaMonships	   are	   important,	   for	   whom,	  and	   in	   what	   contexts,	  
and	   also	   further	   explore	   the	   nature	   of	   informaMon	   ﬂowing	   through	   these	  
relaMonships.	   Though	   we	   suggest	   that	   making	   the	   hidden	   curriculum	   explicit	  
may	  be	  of	  beneﬁt,	  we	   acknowledge	   that	   a	  new	  game	  could	   emerge	   that	  may	  
privilege	   (and	   disprivilege)	   people	   in	   new	   ways;	   hence,	   further	   study	   is	  
necessary	  to	  evaluate	  the	  ramiﬁcaMons	  of	  such	  an	  intervenMon.
Conclusion
We	   present	   a	   model	   of	   how	   students	   negoMate	   the	   hidden	   curriculum	   of	  
surgery.	  Our	  model	  suggests	  students	  uncover	  the	  hidden	  curriculum	  of	  surgery	  
through	   building	   a	   network	   of	   relaMonships.	   Students	   enact	   the	   hidden	  
curriculum	  by	  accumulaMng	  the	  pracMcal	  achievements	  required, 	  and	  displaying	  
the	   personal	   characterisMcs	   expected,	   of	   surgeons.	   Thus, 	   they	   idenMfy	  
themselves,	  and	  are	  idenMﬁed	  by	  others, 	  as	  future	  surgeons,	  able	  to	  ﬁt	  it	  in	  and	  
access	   parMcipaMon	   in	   surgery;	   an	   important	   way	   to	   further	   expand	   their	  
network	   and	   gain	   more	   surgical	   careers	   informaMon.	   Unequal	   access	   to	   the	  
hidden	   curriculum	   of	   surgical	   careers	   at	   each	   stage	   of	   this	   process	   excluded	  
many	  from	  the	  possibility	  of	  considering	  a	  surgical	  career.
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Abstract
Background
Recent	  years	  have	  seen	  a	  signiﬁcant	  drop	  in	  applicaMons	  to	  surgical	  residencies.	  
ExisMng	   research	   has	   yet	   to	   explain	   how	   medical	   students	   make	   career	  
decisions.	  This	  qualitaMve	  study	  explores	  students’	  percepMons	  of	  surgery	  and	  
surgeons,	  and	  the	  inﬂuence	  of	  stereotypes	  on	  career	  decisions.
Methods
Exploratory	   quesMonnaires	   captured	   students’	   percepMons	   of	   surgeons	   and	  
surgery.	  QuesMonnaire	  data	  informed	  individual	  interviews,	  exploring	  students’	  
percepMons	  in	  depth.	  Rigorous	  qualitaMve	  interrogaMon	  of	   interviews	  idenMﬁed	  
emergent	  themes,	  from	  which	  a	  cohesive	  analysis	  was	  synthesized.
Results
Respondents	   held	   uniform	   stereotypes	   of	   surgeons	   as	   self-­‐conﬁdent	   and	  
inMmidaMng;	   surgery	   was	   compeMMve,	   masculine, 	   and	   required	   sacriﬁce.	   To	  
succeed	   in	   surgery,	   students	   felt	   they	   must	   ﬁt	   these	   stereotypes,	   excluding	  
those	  unwilling,	  or	  who	  felt	  unable,	  to	  conform.	  DeviaMng	  from	  the	  stereotypes	  
required	  displaying	  such	  characterisMcs	  to	  a	  level	   excepMonal	   even	  for	  surgery;	  
consequently,	  surgery	  was	  neither	  an	  a`racMve	  nor	  realisMc	  career	  opMon.
Conclusions
Strong	   stereotypes	  of	   surgery	  deterred	   students	   from	  a	  surgical	   career.	   As	   a	  
ﬁeld,	  surgery	  must	  acMvely	  engage	  medical	   students	  to	  encourage	  parMcipaMon	  
and	  dispel	  negaMve	  stereotypes	  that	  are	  damaging	  recruitment	  into	  surgery.
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Introduc:on
ApplicaMon	  numbers	  to	  general	  surgery	  training	  have	  fallen	  over	  the	  last	  decade	  
in	   the	   USA	   (Cockerham	   et	   al.	   2004;	   Signer	   &	   Beran	   2005;	   Fischer	   2007;	  
McDonald	  &	  Su`on	  2009;	  Are	  et	  al.	  2011),	  a	  pa`ern	  reﬂected	  in	  many	  countries	  
worldwide	   (Marschall	   &	  Karimuddin	   2003;	  Pikoulis	  et	   al.	  2010;	  McHugh	  et	   al.	  
2011).	  This	  is	  a	  worrying	  trend,	  which	  not	  only	  has	  ramiﬁcaMons	  for	   recruitment	  
of	   the	  best	  candidates	   into	  surgical	  careers	  (Cockerham	  et	  al.	  2004),	  but	  in	   the	  
long	  term	  could	  jeopardize	  the	  quality	  and	  standard	  of	  surgical	  care	  we	  are	  able	  
to	  deliver	   (Cofer	  &	  Burns	  2008;	  McDonald	  &	  Su`on	  2009;	  Stewart	  et	   al.	  2013).	  
Further,	   it	   is	   well	   established	   that	   although	   women	   comprise	   a	   considerable	  
proporMon	  of	  the	  medical	  workforce,	  they	  conMnue	  to	  be	  under-­‐represented	  in	  
surgical	   specialMes,	   further	   depleMng	   surgery’s	   recruitment	   pool	   (Davis	   et	   al.	  
2011;	   Center	   for	   Workforce	   Studies	   2012;	   McNally	   2012).	   Could	   general	  
surgery,	   and	   perhaps	   surgery	   in	   general, 	  be	   heading	   for	   a	  major	   recruitment	  
crisis?
Many	   students	   are	   unwilling	   to	   consider	   a	   surgical	   career	   (Tambyraja	   et	   al.	  
2008),	   a	   decision	   that	  may	  be	   taken	   even	   before	   they	  begin	   clinical	   training	  
(Cleland	  et	  al.	  2012).	  In	  order	  to	  explain	  the	  pa`ern	  of	  students’	  applicaMons	  to	  
surgical	  training, 	  we	  ﬁrst	   need	  to	  understand	   the	   percepMons	  and	  experiences	  
inﬂuencing	  their	  career	  choices.	  Many	  studies	  have	  sought	  to	   idenMfy	  predicMve	  
factors	   for	   an	   individual	   choosing	   a	  career	   in	   surgery	   (Neumayer	   et	   al.	  2002;	  
Azizzadeh	   et	   al.	   2003;	  Mihalynuk	   et	   al.	  2006;	  Sanfey	  et	   al.	   2006;	  Laurence	   &	  
Ellio 	`   2007;	  Drinkwater	   et	   al.	  2008;	  Maiorova	  et	   al.	  2008). 	  Factors	   predicMng	  
such	   a	  choice	  that	   recur	   in	   the	  literature	   include	  exposure	   to	  and	  parMcipaMon	  
within	   a	   surgical	   specialty	   (Azizzadeh	   et	   al.	   2003;	   Mihalynuk	   et	   al.	   2006;	  
Maiorova	  et	   al. 	  2008),	  perceived	  lifestyle	  or	  work-­‐life	  balance	  (Azizzadeh	  et	  al.	  
2003;	  Sanfey	  et	  al.	  2006;	  Drinkwater	  et	  al.	  2008;	  Maiorova	  et	  al. 	  2008;	  Are	  et	  al.	  
2012),	   access	   to	   role	   models	   (Neumayer	   et	   al.	   2002;	   Sanfey	   et	   al.	   2006;	  
Drinkwater	   et	   al.	   2008;	   Drolet	   et	   al.	   2014),	   derivaMon	   of	   saMsfacMon	   from	  
surgery	  (Azizzadeh	   et	   al. 	  2003;	  Laurence	  &	  Ellio 	`   2007),	  and	   gender	   (Ek	  &	   Ek	  
2005;	   Signer	   &	   Beran	   2005;	  Davis	   et	   al.	   2011;	  Hill	   &	   Vaughan	   2013).	  Female	  
students	   have	   diﬀering	   and	   negaMve	   experiences	   of	   surgery	   (Hill	   &	   Vaughan	  
2013),	   perceive	   a	   lack	   of	   ﬁt	   between	   their	   percepMons	  of	   themselves	   and	   of	  
what	  a	  surgeon	  must	  be	  (Peters	  et	  al.	  2012),	  and	  are	  signiﬁcantly	  more	  likely	  to	  
pursue	  surgery	  if	  they	  train	   in	  a	  hospital	  with	  abundant	  and	   prominent	  female	  
role	  models	  (Sanfey	  et	   al. 	  2006).	  Whilst	  there	  has	  been	   considerable	  emphasis	  
by	   researchers	  on	   idenMfying	  these	   factors,	   few	   studies	   have	   considered	   how	  
and	  why	  they	  may	  explain	  reluctance	  to	  engage	  in	  a	  surgical	  career. 	  Hence, 	  we	  
propose	   an	   in-­‐depth	   exploraMon	   of	   students’	   percepMons	   of	   surgery	   and	  
surgeons,	  with	  a	  focus	  on	  stereotypes.
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Stereotypes	  are	   cultural	   models	  which	   reﬂect	   social	   prototypes;	   they	  are	   not	  
conjured	   from	   nowhere,	   but	   neither	   are	   they	  necessarily	   drawn	   from	   direct	  
personal	   contact.	  Rather,	  they	  are	  socially	  and	  culturally	  derived	  ﬁgures	  which	  
signal	  what	   is	  normal	   and	  what	   is	  not,	  and	  which	   are	   so	  deeply	  embedded	   in	  
everyday	   life	   that	   they	   frequently 	   go	   unnoMced.	   They	   consequently	   act	   as	  
shortcuts	   to	  make	   assumpMons	  about	   an	   individual	   quickly	   (Heilman	  &	  Parks-­‐
Stamm	   2007):	   in	   all	   human	   social	   interacMon	   we	   rely	   on	   social	   scripts	   and	  
stereotypes	   to	   a	   certain	   extent	   in	   order	   to	   funcMon	   eﬀecMvely	   in	   the	   world.	  
Medicine	   is	  no	   diﬀerent,	  and	   it	   is	  populated	   by	  a	   large	  number	   of	   specialized	  
professionals, 	  which	   may	  mean	   that	   stereotyping	  of	   parMcular	   specialMes	  may	  
be	  more	  likely.	  
In	  ethnographic	  work	  undertaken	  in	  the	  1990s,	  Cassell	  (2000)	  provides	  us	  with	  a	  
strong	  surgical	  stereotype,
“The	   “iron	   surgeon”	   powerful, 	   invulnerable,	   un6ring.	   Those	   trained	   by	  
him	  pass	  on	   the	  mys6que,	  transmi=ng	   from	  one	  surgical	   genera6on	  to	  
the	   next	   an	   embodied	   professional	   ethos.	  The	   iron	   surgeon	  does	   ba@le	  
with	   death,	   exterminates	   disease,	  declares	   war	   on	   soAness, 	  sloth,	  and	  
error.	   He	   is	   technically	   brilliant, 	   clinically	   astute,	   technologically	  
sophis6cated.	  His	  feelings,	   if	   he	  has	  any,	  are	  private;	  his	   inner	   life, 	  if	  he	  
has	  6me	  for	   one,	  is	  unengaged	   by	  his	  work.	  The	  feelings	  of	  his	  pa6ents	  
are	   also	   private.	   Their	   personali6es,	   problems,	   hopes,	   aspira6ons,	   are	  
irrelevant.	   The	   iron	   surgeon’s	   task	   is	   to	   excise	   disease.	   The	   rest	   is	   for	  
nurses	  or	  social	  workers.”
Cassell	  (2000)	  
This	   picture	   portrays	   surgeons	   in	   terms	   of	   decisive,	  masculine	  perfecMon;	  by	  
implicaMon	  surgeons	  do	  not	  display	  weakness	  or	  emoMon, 	  nor	  spare	  thought	  for	  
communicaMon	   or	   family	   –	   issues	   which,	   if	   raised,	   are	   posiMoned	   as	  
contradictory	  to	  their	   role.	  This	  potenMally	  discourages	  anyone	  whose	  values	  or	  
personal	  characterisMcs	  do	  not	  align	  with	  such	  a	  portrayal.
If	  students	  decide	  against	  a	  career	   in	   surgery	  before	  exposure	  to	   it	   (Cleland	   et	  
al.	  2012),	  we	  must	   assume	  that	  they	  have	  strong	  preconcepMons	  of	   surgery.	  In	  
order	   to	  understand	   this	  phenomenon	  we	  must	  consider	   the	  nature	  of	  surgical	  
stereotypes,	   and	   how	   they	   inﬂuence	   students’	   opinions	   of	   surgical	   careers.	  
Whilst	   exisMng	   studies	   have	   focused	   on	   idenMfying	   predicMve	   factors	   and	  
correlaMons	   amongst	   large	   groups,	   the	   exploraMon	   of	   why	   such	   factors	   are	  
powerful	   requires	   a	   diﬀerent	   type	   of	   research,	  and	   there	   has	   been	   a	   call	   for	  
more	  qualitaMve	  research	  within	  our	  ﬁeld	  (Rich	  &	  Grey	  2003;	  Gooberman-­‐Hill	  &	  
Fox	   2011).	   Employing	   novel	   research	   strategies	   not	   typical	   for	   the	   surgical	  
domain,	   namely	   discourse	   analysis, 	   we	   undertook	   to	   answer	   the	   research	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quesMons:	   What	   stereotypes	   of	   surgeons	   and	   surgery	   exist	   among	   medical	  
students?	   And	   how	   do	   these	   stereotypes	   inﬂuence	   students’	   ideas	   about	  
surgical	  careers?
Methods
Se?ng
Ethical	  approval	  was	  granted	  by	  The	  University	  of	  Manchester	   Research	  Ethics	  
Commi`ee	   (Ref	   No:	   11314).	   We	   conducted	   this	   study	   within	   a	   research-­‐
intensive	  UK	  medical	  school	  which	  trains	  approximately 	  450	  students	  across	  ﬁve	  
year	   groups.	  The	  University	  has	  a	  prominent	   surgical	   society	  and	  students	  are	  
exposed	  to	  clinical	   surgical	  rotaMons	  in	   their	  ﬁrst	   clinical	   year	   (Year	   3)	  without	  
excepMon.	  The	   medical	   school	   comprises	   four	   major	   teaching	   hospitals,	   each	  
with	  a	  high	  turnover	  of	  surgical	  cases.
Summary
This	   study	   took	   a	   qualitaMve	   approach,	   employing	   exploratory	   open-­‐ended	  
quesMonnaires	   grounded	   in	   the	   literature,	   to	   gain	   insight	   into	   students	  
percepMons,	   further	   explored	   in-­‐depth	   via	   individual	   interviews,	   for	  
triangulaMon	  of	  the	  research	  subject.
Exploratory	  ques;onnaires
We	   adverMsed	   for	   parMcipants	   via	   the	   student	   intranet.	   We	   undertook	  
purposive	   sampling	  of	  those	  who	   responded, 	  to	  achieve	   representaMveness	   in	  
terms	  of	   year	   group	  and	   gender,	  while	  also	   including	  a	  broad	   range	  of	  career	  
intenMons.	   Of	   the	   sample	   (n=46), 	   59%	   were	   female;	   the	   group	   was	   evenly	  
spread	  across	  the	  ﬁve	  year	   groups;	  and	  45%	  were	  considering	  a	  surgical	  career.	  
In	  the	  open-­‐ended	  quesMonnaires,	  which	  had	  been	  previously 	  piloted,	  we	  asked	  
students	   to	   provide	   descripMons	   of	   a	   typical	   surgeon,	   and	   of	   a	   posiMve	   and	  
negaMve	   surgical	   experience;	  we	   also	   asked	   them	   to	   share	   their	   hints	   about	  
what	   would	   aid	   or	   hinder	   success	   in	   a	   surgical	   career.	   Analysis	   occurred	  
alongside	   data	   collecMon,	   and	   quesMonnaire	   data	   were	   interrogated	   via	  
qualitaMve	  analysis,	  isolaMng	  important	  themes	  that	  emerged	  pertaining	  to	   the	  
research	   quesMon.	   Aner	   analysis	   of	   46	   quesMonnaires	   the	   research	   team	  
reached	  consensus	   that	   no	   new	   themes	  were	   emerging,	  and	   recruitment	   was	  
stopped.	  The	  analysis	  was	  used	  to	  inform	  the	  design	  of	  in-­‐depth	  interviews.
In-­‐depth	  interviews
We	   invited	   a	   further	   cohort,	   who	   had	   not	   completed	   quesMonnaires,	   to	  
parMcipate	   in	   in-­‐depth	   face-­‐to-­‐face	   interviews,	  again	   via	   the	   student	   intranet.	  
We	   purposively	   sampled	   students	   (n=12)	   by	   career	   intenMons	   (surgery,	   not	  
surgery,	  or	  unsure)	  to	  gain	  the	  broadest	  range	  of	  views, 	  and	  by	  year	  group	  and	  
gender	   to	   ensure	   representaMveness	   (Table	   1).	   KB,	   a	   medical	   student,	   was	  
STEREOTYPES OF SURGERY
75
chosen	  to	  conduct	  the	  interviews	  to	  facilitate	  frank,	  honest	  discussion.	  Students	  
were	   interviewed	   on	   a	   ﬁrst-­‐come,	   ﬁrst-­‐served	   basis	   unMl	   our	   sampling	  
framework	  was	  fulﬁlled.	  We	  undertook	  in-­‐depth	  individual	   interviews	  exploring	  
students’	   experiences	   and	   percepMons	   of	   surgery	   and	   surgeons,	   and	   their	  
subsequent	   career	   intenMons.	   QuesMons	   were	   derived	   from	   analysis	   of	   the	  
quesMonnaire	   data	   and	   included:	   “What	   are	   your	   experiences	   of	   surgery?”,	  
“What	   are	   your	   percepMons	   about	   a	   surgical	   career?”,	   “What	   are	   surgeons	  
like?”,	  “Are	   there	  any	  stereotypes	   of	   surgeons?”,	  “Are	   the	   surgeons	  you	  have	  
met	   like	   their	   stereotypes?”.	   Interviews	   were	   audio-­‐recorded,	   transcribed	  
verbaMm	  and	  pseudonymized.	  
Pseudonym Year Career	  inten8ons
Ben Preclinical	  study 1 Not	  considering	  surgery
Rebecca 1 Not	  considering	  surgery
Joanne 2 Unsure
Isabella 2 Considering	  surgery
Charlo`e Clinical	  study 3 Unsure
Stephen 3 Not	  considering	  surgery
Hannah 4 Not	  considering	  surgery
Harry 4 Considering	  surgery
Neela Final	  year	  study 5 Considering	  surgery
Tom 5 Considering	  surgery
Luke 5 Not	  considering	  surgery
Lily 5 Considering	  surgery
Table	  1	  -­‐	  Interview	  Purposive	  Sample
We	   undertook	   qualitaMve	   analysis,	   coding	   the	   transcripts	   according	   to	  
emergent	   themes	   in	   the	   data	   (Braun	   &	   Clarke	   2006;	   Ziebland	   &	  McPherson	  
2006;	   Silverman	   2009).	   This	   process	   was	   undertaken	   by	   researchers	  
independently	   (EH	   and	   KB)	   and	   then	   discussed	   within	   the	   research	   team	   in	  
order	   to	   challenge	   interpretaMons	  of	   the	  data. 	  Further,	  an	   external	   researcher	  
coded	  a	  random	  selecMon	  of	   transcripts	  to	  ensure	  rigor	  and	  minimize	  bias. 	  We	  
then	  synthesized	   the	   emergent	   themes	  and	  hierarchically	  organized	  them	  into	  
meta-­‐themes	  perMnent	   to	   the	   research	   quesMons.	  To	   best	   explore	   the	   nature	  
and	   impact	   of	   stereotypes,	   we	   undertook	   a	   secondary	   discourse	   analysis,	   a	  
CHAPTER 4
76
methodology	   with	   which	   to	   examine	   language	   as	   a	   tool	   to	   understand	  
individuals’	  assumpMons,	  percepMons	  and	  beliefs,	  in	  this	  case	  about	   surgery.	  In	  
accordance	  with	  Gee	   (2005),	  data	  was	   further	   interrogated	   to	   examine	  power	  
systems, 	  assumpMons,	  beliefs,	  values,	  and	  cultural	  models	  within	  the	  data.	  This	  
allowed	   examinaMon	   not	   only	  of	   stereotypes	  explicitly	   voiced	   by	  parMcipants,	  
but	   also	   how	   they	   subsequently	   consciously	   or	   unconsciously	   subscribed	   to	  
them	  in	  the	  interview.
Results
Summary
Remarkably	   uniform	   stereotypes	   of	   surgery	   and	   surgeons	   ran	   throughout	  
parMcipants’	  responses.	  Even	  though	   they	  were	  aware	  of	  the	  stereotypes	  they	  
were	  drawing	  on,	  students	  believed	  surgeons	  were	  conﬁdent	  and	   inMmidaMng,	  
and	  that	  the	  surgical	   realm	  was	  a	  compeMMve	  and	  masculine	  domain	  requiring	  
sacriﬁce.	   Students	   believed	   success	   in	   surgery	   required	   ﬁung	   into	   the	  
stereotypes	  and	   possessing	  this	  ba`ery	  of	   impressive	  personal	   characterisMcs.	  
To	   deviate	   from	   this	   norm,	   for	   example	   in	   terms	   of	   gender	   or	   character,	  
required	   being	   excepMonal	   even	   within	   the	   surgical	   domain.	   This	   len	   many	  
students	   feeling	  that	  surgery	  was	  not	   a	  possible	  career	   for	   them,	  onen	  before	  
they	  had	  clinical	  exposure	  to	  it.
What	  surgeons	  are	  like:
Conﬁdent	  
Students	  held	  stereotypes	  of	  surgeons	  as	  self-­‐conﬁdent.
“I	   think	   to	  be	   a	   surgeon	   you’ve	   got	   to	   be…	  conﬁdent	   of	   your	   abili6es…	  
very	   sure	   of	   yourself	   and,	   if	   you	   aren’t,	   I 	  suppose	   you	   have	   to	   be	   very	  
good	  at	  portraying	  conﬁdence	  and…	  hiding	  that	  part	  of	  you.”
Hannah,	  4th	  year,	  not	  considering	  surgery
“In	  order	  to	  get	  things	  done	  you	  have	  to	  be	  very	   like,	  harsh…	  and	  blunt…	  I	  
understand	   when	   they	   are	   like	   that	   ‘cause	  when	   they	   say	   things, 	  they	  
need	  things	  to	  get	  done…	  Like	  especially	  when	  people’s	  lives	  are	  literally	  
on	  the	  table, 	  then	  you	  have	  to…	  get	  things	  done	  properly,	  and	  assert	   the	  
authority	   so	   that	  when	  you	  know	  things	  need	  to	  be	  done,	  you	  get	   them	  
done.”
Charlo`e,	  3rd	  year,	  unsure
As	   these	   extracts	   demonstrate,	   students	   onen	   felt	   that	   excessive	   self-­‐
conﬁdence	  and	   authority	  were	   integral	   characterisMcs	   of	  a	  surgeon,	  necessary	  
both	   to	   engender	   trust	   from	   paMents	   and	   to	   command	   and	   lead	   a	   team,	  
excusing	  surgeons	  from	  behavior	  perceived	  as	  “rude”.	  This	  included	   their	   very	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direct	   communicaMon	   style,	   which,	   while	   interpreted	   favorably	   by	   some	   as	  
“honest”	  and	  “frank”	  by	  some,	  was	  seen	  as	  “brutal”	  and	  “mean”	  by	  many.	  This	  
dual	   interpretaMon	   also	  applied	   to	   surgeons’	  self-­‐conﬁdence, 	  which	   was	  onen	  
perceived	  as	  arrogance.
“When	  you	   think	  of	  a	  surgeon,	  that’s	  the	  sort	  of	  person	  you	  think	  of, 	  like	  
quite	  smug	  and	  thinks	  he’s	  like…	  the	  absolute	  best.”
Ben,	  1st	  year,	  not	  considering	  surgery
For	   students,	   the	   "typical	   arrogant	   surgeon”	   stereotype	   was	   extremely	  
negaMve,	  whilst	   simultaneously	   being	   inseparable	   from	   and	   necessary	   to	   the	  
role	  of	  a	  surgeon.	  
In;mida;ng
ParMcipants	   respected	   individual	   surgeons	   for	   being	  “hard	  working”, 	  “skilled”,	  
“knowledgeable”,	   “calm	   under	   pressure”,	  and	   “good	   teachers”.	   Yet	   surgeons	  
were	  stereotypically	  “inMmidaMng”	  due	   to	   their	   “aggressive”	   and	  “impersonal”	  
nature	  and	   being	  “always	   busy”,	  which	   made	  students	  apprehensive	  of	   future	  
interacMons.
“Some6mes	   it	   feels	   like	  you	   can’t	   ask	  [ques6ons],	   because…	  they	   seem	  
very,	  quite,	  in6mida6ng	  people,	  surgeons.”
Charlo`e,	  3rd	  year,	  unsure
The	  negaMve	  stereotypes	  persisted	   even	  when	   in	  direct	   conﬂict	  with	  students’	  
actual	   experiences	   of	   surgeons	   as	   “encouraging”,	   “keen	   to	   teach”	   and	  
“friendly”;	  meeMng	  surgeons	  who	  did	  not	  conform	  was	  insuﬃcient	  to	  dispel	  the	  
stereotypes.
“So	  far	  many	  of	  them	  have	  lived	  up	  to	  their	  stereotypes... 	  some	  surgeons	  
don’t,	   some	   surgeons	   are	   really,	   really	   nice,	   erm	   the	   other	   vascular	  
surgeon	  on	   the	  ﬁrm,	  the	   lead, 	  he	  was	  really	   lovely	   and	   I 	  have	  a	   lot	   of	  
respect	  for	  him,	  but	  a	  lot	  of	  surgeons	  can	  be	  quite	  boyish	  and	  like	  playing	  
with	   their	   toys	  and	   I	  know	   it’s	   a	   stereotype	   but	   I	   do	   think	  some6mes,	  
some6mes	  it’s	  true.”
Hannah,	  4th	  year,	  not	  considering	  surgery
Many	  students	  retold	  stories	  and	  rumors	  of	  surgeons’	  behavior.	  While	  students	  
may	  not	   have	   had	   direct	   negaMve	   experiences	   of	   surgeons	   themselves,	   they	  
came	   to	   expect, 	  through	   such	   stories,	   that	   such	   events	  were	   possible	   within	  
surgical	  culture.
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“And	   like	   just	  the	  fear	   of	  them	  being	  like	  the	  stereotypical	   surgeon.	  And	  
then,	   not	   really	   like	   not	   understanding	   if,	   you	   know,	   you’ve	   done	  
something	   wrong	   that	   you	   might	   want,	   you	   know,	   some,	   like, 	   some	  
counsel	  or	  like	  to	  be	  told	  how	  to	  do	   it	  be@er.	  They	   just	   kind	  of	  like	  make	  
fun	   of	   you,	   you	   know,	   for	   doing	   it	   wrong. 	   And	   that	   would	   be	   quite	  
in6mida6ng.”
Isabella,	  2nd	  year,	  considering	  surgery
Further,	   for	   those	   with	   direct	   experience,	   the	   stories	   and	   rumors	   became	  
normalized,	  rendering	  such	  behavior	  acceptable.
“It	  may	   seem	  bad	  but	   um,	  I 	  think	  ‘cause	  the	   fact	   that	   pa6ents	   are	   like	  
anesthe6zed... 	  like	  there’s	  more	  of	  a	  relaxed	  atmosphere	  and	  more	  jokey,	  
like	   obviously	   you	   can	   say	   things	   without	   oﬀending	   the	   pa6ent,	   ‘cause	  
they	  don’t	  know	  what	  you’re	  saying	  as	  such.”
Harry,	  4th	  year,	  considering	  surgery
Such	   expectaMons,	   driven	   by	   stereotypes,	   meant	   it	   was	   harder	   for	   clinical	  
students	   to	   approach	   and	   engage	   with	   surgeons.	   This	   further	   reduced	   their	  
enjoyment	  and	  experience	  of	  surgical	  placements.
What	  surgery	  is	  like:	  
Students	  of	   all	  year	   groups,	  including	  those	  who	  had	   not	   yet	   had	  contact	   with	  
surgeons	   in	   clinical	   training,	   held	   consistent	   stereotypes	   of	   the	   culture	   and	  
pracMce	  of	  surgery	  as	  compeMMve,	  masculine	  and	  requiring	  sacriﬁce.
Compe;;ve	  
Every	  parMcipant	   described	   surgery	  as	  compeMMve.	  It	  was	   seen	   as	  compeMMve	  
in	   three	   senses,	   all	   closely	   related	   yet	   subtly	   diﬀerent. 	   First, 	   the	   perceived	  
compeMMon	  to	  enter	  the	  career,	  through	  developing	  skills	  and	  achievements	  to	  
stand	   out	   from	   peers.	   Second,	   the	   perceived	   importance	   of	   displaying	  
compeMMve	  personality	  traits	   in	   order	  to	  ﬁt	   into	   the	  domain,	  by	  appearing	  the	  
most	   proacMve	  and	   high-­‐performing,	  and	   by	  puung	  themselves	   forward	   and	  
taking	   opportuniMes, 	   even	   at	   others’	   expense.	   Third,	   the	   perceived	   ruthless	  
culture	  of	  compeMMveness	  within	  surgery,	  promoMng	  non-­‐collaboraMve	  working	  
and	   lack	   of	   collegiality.	  CompeMMveness	  was	   such	   an	   inherent	   and	   important	  
part	  of	  surgery	  that	  it	  was	  simply	  unimaginable	  that	  surgery	  could	  be	  any	  other	  
way.	  
“Erm,	  I	  think	  most	  people	  know	  it’s	  compe66ve.	  So	  you	  know	  you	  have	  to	  
stand	  out	  from	  the	  crowd.”
Joanne,	  2nd	  year,	  not	  considering	  surgery	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“I	   think	   you	   have	   to...	   just	  make	   sure	   you’ve	  got	   the	   compe66ve	   edge	  
compared	  to	  other	  people	  because	  it	  is	  so	  compe66ve.”
Charlo`e,	  3rd	  year,	  unsure
“I	  think	  the	  compe66veness	  of	  it	  all	  can	  put	  people	  oﬀ.”
Hannah,	  4th	  year,	  not	  considering	  surgery
As	  a	  result,	  some	  people	  did	  not	  wish	  to	  devote	  the	  Mme	  and	  energy	  to	  accruing	  
accolades	   they	   saw	   as	   necessary	   to	   enter	   the	   career.	   Neither	   did	   they	   see	  
themselves	   as	   possessing	   the	   compeMMve	  personality	   traits,	  nor	   even	   aspiring	  
to	   do	   so.	  But	   most	   importantly,	  while	   some	  parMcipants	   felt	   perfectly	   able	   to	  
compete,	  they	  were	  deterred	  by	  their	  percepMon	  of	  the	  compeMMve	  culture.
“I	   just	   know	   it’s	   really	   compe66ve	   and	   I’m	   a	   compe66ve	   person	   but	  
probably	   not	   as	   compe66ve	   as	   other	   people	   I	   know	   who	   want	   to	   be	  
surgeons... 	  people	  I	  know	  who	  say	  they	  want	  to	  be	  surgeons	  now,	  they	  all	  
kind	   of	   ﬁt	   into	   like	   a	   certain	   type. 	   Like	   they’re	   really,	   really	   quite	  
compe66ve.	  So	  no,	  I	  really	  can’t	  see	  myself	  being	  a	  surgeon.	  *laughs*”
Rebecca,	  1st	  year,	  not	  considering	  surgery
Masculine
Surgery	  was	   also	   seen	   as	   a	   masculine	   domain,	   with	   both	   male	   and	   female	  
students	  ascribing	  a	  male	  gender	  to	  their	  surgical	  stereotypes.	  
“Stereotypes?	  Men.	  It’s	  always	  men.”
Neela,	  5th	  year,	  considering	  surgery
“People	   have	   a	   view	   of	   a	   typical	   surgeon	   kind	   of	   like	   a	   rugby	   lad…	  
especially	   orthopedics	   everyone	   says	   that	   the	   orthopedics,	   of	   all	   the	  
surgeons,	  are	  like	  the	  lad	  surgeons…”
Isabella,	  2nd	  year,	  considering	  surgery
However, 	  it	  was	  not	  just	  that	  students	  thought	  of	  surgeons	  themselves	  as	  male,	  
but	   that	   surgical	   stereotypes	   and	  masculine	  stereotypes	  were	   closely	  aligned,	  
meaning	   the	   wider	   culture	   of	   surgery	   was	   perceived	   as	   masculine.	   The	  
masculine	  qualiMes	  perceived	  necessary	  for	   success	  were	  believed	  to	  be	  held	  by	  
both	  male	  and	  female	  surgeons	  alike,	  qualiMes	  which	  students	  did	  not	  ordinarily	  
associate	  with	  women.	  Female	   surgeons,	  necessarily	  displaying	  these	   qualiMes	  
in	   order	   to	   parMcipate	   in	   the	  surgical	   domain,	  were	   seen	   as	   remarkable,	   and	  
“manly”.
“[discussing	   the	   surgeon	   stereotype]	   My	   mum	   actually	   had	   a	   rou6ne	  
opera6on	   last	   year	  but	   her	   surgeon	  was	   female,	  but	   she	   actually	   ﬁ@ed	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that	  descrip6on	  quite	  well	  as	  well!	  *laughs*	  but	  I	  think	  it	  does	  tend	  to	  ﬁt	  
in	  more	  with,	  sort	   of,	  male	  stereotypes	  and	  surgical	   stereotypes	  kind	  of	  
overlap	   a	   bit	   if	   you	   get	   me?	  As	  in... 	  if	   you	   look	  at	   stereotypical	   gender	  
roles	  *laughs*	  and	  like	  men	   tend	  be	  seen	   as	  more	  of	   like	  you	  know,	  the	  
macho	  type,	  “I’m	  gonna	  do	  this	  by	  myself	  and	  I	  don’t	  need	  anyone’s	  help”	  
and	  go	  in	  and	  save	   the	  day…	  and	  I	  think	  there’s	  therefore	  the	  crossover	  
[of	  masculine	  stereotypes	  and	  surgical	  stereotypes].”
Ben,	  1st	  year,	  not	  considering	  surgery
“I’d	   imagine	  they’d	  [female	  surgeons]	   just	  be	  like,	  quite	  manly. 	  *laughs*	  
Not…	  in	  a	  bad	  way,	  but…	  if	  they’re	  working	  within	  a	  predominantly	  male	  
environment	  they	  have	  to	  sort	  of	  adapt	  slightly.”
Joanne,	  2nd	  year,	  not	  considering	  surgery	  
ParMcipants	   did	   describe	   a	  female	   surgeon	   stereotype	  disMnct	   from	   the	  male	  
stereotype,	   though	   they	   onen	   had	   not	   met	   any	   women	   surgeons.	   Female	  
surgeons	   were	   seen	   as	   “conﬁdent”,	   “extremely	   competent”,	   “strong-­‐willed”,	  
“moMvated”,	   “hard-­‐working”,	   “focussed”	   and	   “ambiMous”	   but	   also	   “scary”,	  
“compeMMve”,	   “stressed”, 	   “abrasive”,	   “highly	   strung”,	   “cold”	   and	   “stern”.	  
Although	  students	  were	  quick	  to	  jusMfy	  why	  female	  surgeons	  might	  appear	  this	  
way,	   they	  could	  not	   deny	  the	  eﬀect	   this	  preconcepMon	  had	   on	   their	   thoughts	  
about	  surgery.	  This	  meant	   that,	  for	  some	  female	  students	  who	  were	   interested	  
in	   surgery,	  the	  female	  surgeon	   stereotypes	  did	   not	   ﬁt	   with	   their	   ideas	   of	  who	  
they	  wanted	  to	  be	  in	  the	  future.	  
Requires	  sacriﬁce
Sacriﬁce	   was	   seen	   as	   an	   integral	   part	   of	   commitment	   to	   a	   surgical	   career,	  
requiring	   substanMal	   Mme	   and	   energy,	  given	   willingly	  by	   “driven”	   surgeons	   at	  
the	  expense	  of	  other	   areas	  of	  life	  and	   in	  a	  way	  that	   exceeded	   that	   required	  by	  
other	  medical	  specialMes.
“The	  drive	  that	   surgeons	   have,	   I	   feel	   it’s	   ‘cause	   it’s	   compe66ve,	  maybe	  
that’s	  why	  they	  feel	  like	  they	  have	  to	  have	  that	  drive,	  compared	  to	  if	  they	  
do	  medicine,	  it	  just	  seems	  that	  the	  drive	  is	  diﬀerent.”
Charlo`e,	  3rd	  year,	  unsure
“I	   think	   a	   surgical	   career’s	   very	   tough…	   if	   you	   compare	   it	   to	   general	  
prac6ce	  where	  you	  can	  be	  working	   a	   few	   days	  a	   week	  and…	  surgeons	  
who	   are	  spending	  a	   lot	  of	  6me	  on	   call, 	  coming	  out	   in	   the	  middle	  of	   the	  
night,	  and	   that	   kind	  of	  thing.	  Working	   very	   long	  hours	  and	  have	  a	   very	  
long	  training	  thing,	  I	  think	  that	  that	  can	  put	  people	  oﬀ	  in	  terms	  of	  family	  
life.”
Tom,	  5th	  year,	  considering	  surgery
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The	  perceived	   impossibility	  of	  a	  work-­‐life	  balance	  in	  surgery	  was	  universal,	  and,	  
for	  many,	  made	  surgery	  very	  una`racMve.	  Students	  saw	  a	  future	   in	  which	  they	  
must	   sacriﬁce	   their	   own	   life	   goals, 	  most	   notably	   their	   family	   life,	   in	   order	   to	  
have	  a	  surgical	   career.	  This	  sacriﬁce,	  regarded	  by	  most	  as	  hugely 	  una`racMve,	  
was	  perceived	  as	  posiMve	  by	  those	  considering	  surgery,	  for	  whom	  the	  arduous	  
requirements	  were	   symbolic	   of	   their	   perceived	   “presMge”	   of	  being	  a	   surgeon.	  
Work-­‐life	   balance	   was	   deemed	   parMcularly	   important	   for	   female	   students,	  
many	  of	   whom	  refused	   to	   consider	   surgery	  even	   at	   an	   early	  stage	  in	   medical	  
school	  as	  they	  assumed	  they	  could	  not	  be	  a	  good	  mother	  and	  a	  surgeon.
“[On	  why	  she	  doesn’t	  want	  to	  do	  surgery]	  I 	  feel	  like	  ‘cause	  I’m	  female	  and	  
if	   I	  was	  to	  have	  a	  family	   I 	  want	   to	  be	  able	  to…	  look	  aAer	  my	  kids	  and	  at	  
the	  same	  6me	  have	  a	  good	  part	  6me	  job,	  one	  that’s	  easy	   to	  get	  as	  well,	  
and	  do	  my	  job	  at	  the	  same	  6me.”
Charlo`e,	  3rd	  year,	  unsure
“The	   6metabling	   and	   the	  work-­‐life	  balance	   is	   a	   large	  thing…	   for	   those	  
that	   are	   looking	   into	   having	   families	   especially.	   Erm,	   I	   think	   that’s	  
probably	   actually	  quite	  a	  big	  thing	  but	   especially	   for	  women.	  Because	   if	  
you	   know	   you	   want	   to	   have	   kids	   you	   don’t	   necessarily	   want	   to	   be	  on	  
nights	  and	  on	  call	  all	  the	  6me.”
Isabella,	  2nd	  year,	  considering	  surgery
Inﬂuence	  of	  stereotypes	  on	  medical	  students’	  percep8ons	  of	  surgery
Fit	  in	  to	  succeed
Students	   felt	   they	   must	   “ﬁt	   in”	   to	   surgical	   stereotypes	   and	   the	   culture	   of	  
surgery	  in	  order	   to	  succeed	  in	  a	  surgical	  career.	  It	  was	  not	  simply	  that	  students	  
opted	   out	   of	   surgery	   having	   experienced	   it,	   but	   rather	   that	   the	   perceived	  
culture	   of	   surgery	   made	   it	   very	   diﬃcult	   for	   many	   students	   to	   ever	   consider	  
opMng	  in.
“I	  think	  there	  are	  these	  stereotypes	  associated	  to	  surgeons	  and	  surgery,	  
and	   yeah, 	  I	  think	  maybe	  if	   you	   thought	   that	   you	  were	  gonna	   be	  really	  
diﬀerent	   from	   the	   rest	   of	   your	   peers	   it	  might	   make	  you	   think	  twice…	  I	  
think	  if	  you’ve	  got	  your	  heart	  set	  on	  being	  a	  surgeon...	  you’re	  going	  to	  be	  
a	  surgeon.	  I	  think	  maybe	  the	  stereotype	  more	  aﬀects	  whether	  you	  sort	  of	  
you	  want	  to	  set	  your	  heart	  on	  being	  a	  surgeon	  in	  the	  ﬁrst	  place.”
Ben,	  1st	  year,	  not	  considering	  surgery
An	  individual	  surgeon’s	  deviaMon	  from	  the	  stereotype	  was	  always	  conspicuous.	  
Further,	  a	  students’	  desire	  to	  become	  a	  surgeon	  was	  surprising	  to	  others	  if	  they	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did	  not	   ﬁt	   the	   stereotype,	  repeatedly	  causing	  them	  to	  reﬂect	  on	  how	  they	  did	  
not	  meet	  society’s	  expectaMons	  of	  a	  future	  surgeon.	  
“When	  I	  tell	  people	  that	  I 	  want	  to	  do	  surgery	  they’re	  like,	  “Really?!”	  Like,	  
“Are	   you	   sure	  you	  want	   to?	  You	   don’t	   seem	  like	   the	   typical, 	  you	  don’t	  
have	  the	  typical	  surgical	  character	  about	  you.””
Neela,	  5th	  year,	  considering	  surgery
Students	  were	  discouraged	  from	  pursuing	  surgery	  by	  their	  understanding	  that	  if	  
you	  were	  unable	  to	  ﬁt	  into	  surgery	  your	  experiences	  would	  be	  very	  unpleasant.
“Erm,	   and	   I	   think	   that	   the	   fear	   of,	   like	   the	   fear	   of	   it	   being	   like	   the	  
stereotype,	  the	  fear	   of	  turning	  up	  and	  everyone	  like	   laughing	  at	  you	  and	  
making	   loads	   of	   jokes	   and	   like,	   just,	  yeah…	  Like,	  if...	   I	   think	  the	  kind	  of	  
fear	   of	   like	   walking	   in	   and	   if	   you	   know	  all	   of	   the	  surgeons	   know	   each	  
other	   and	  they’re	  all	   like	  having	  banter	  and	  just	   feeling	  like	  kind	  of	  small	  
and	   leA	  out	  and	  like	  you’re	  not,	  you	  know,	  not	   included,	  like	  that	  at	  ﬁrst	  
might	  be	  pre@y	  scary…”	  
Isabella,	  2nd	  year,	  considering	  surgery
If	  you’re	  going	  to	  be	  diﬀerent,	  you	  have	  to	  be	  be7er
DeviaMng	  from	  the	  stereotype	  meant	  being	  ‘othered’;	  always	  being	  remarkable	  
for	   standing	  out.	  This	  meant	  that	  success,	  for	  anyone	  not	  ﬁung	  the	  stereotype,	  
required	   excepMonal	   characterisMcs	   -­‐	   working	   harder, 	   being	   tougher,	   being	  
be`er.
“I	  think	  there’s	  that	  kind	  of	  [stereotypical]	  surgeon,	  and	  I	  feel	   like	  there’s	  
surgeons	  who	  are	  just	  really,	  really,	  really,	  really	  smart	  and	   they	  can	  just	  
go	   ahead	   without	   being	   like	   that…	   If	   the	   people	   who	   are	   blunt,	   erm,	  
wanna	   get	   respect,	   they’ll	   get	   respect	   anyway	   because	   they’re	   quite	  
authorita6ve	  people…	  But	  if	  they’re	  really	   smart	  they’ll	  get	  respect	  ‘cause	  
they’re	  smart…”
Charlo`e,	  3rd	  year,	  unsure	  
It	  was	  easier	   for	  men	  to	  see	  themselves	  as	  ﬁung	  in	  to	  the	  surgical	  stereotype	  as	  
they	  were	  more	   likely	  to	  be	  seen	   to	  possess	  the	   requisite	  masculine	  qualiMes.	  
Students	  believed	   that	   female	   surgeons	   faced	  a	   harder	   career	   trajectory	   than	  
their	  male	  counterparts;	  in	  addiMon	  to	  embodying	  the	  masculine	  characterisMcs	  
expected,	  they	  had	  to	  work	  harder	  to	  succeed.
“If	   you	   are	   the	   only	   female	   in	   a	   male	   workplace	   you	   just	   have	   to	   be	  
conﬁdent	  that	  like,	  you	  are	  equally	  as	  good,	  if	  not	  be@er	  than	  them.”
Joanne,	  2nd	  year,	  not	  considering	  surgery	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“To	  be	  a	   female	   surgeon	   you	   have	   to	  be	   really	   quite	  a	   powerful	  person	  
and	   come	   across	   as	   quite	   mo6vated	   and	   you	   have	   to, 	   it’s	   very	  
compe66ve	  ﬁeld	  so	  you	  really,	  really	  have	  to	  go	  for	   it.	  It’s,	  I	  don’t	  know	  I,	  
I	  think	  to	  be	  a	  female	  surgeon	  you	  have	  to	  be	  pre@y	  amazing	  to	  be	  able	  
to	  compete	  with	  all	   the	  big	  compe66ve	  ﬁerce	  manliness, 	  and	  I	  know	  this	  
is	  all	  stereotype	  you	  know	  but	  at	  the	  end	  of	  the	  day	  there’s	  some	  truth	  in	  
it.”
Hannah,	  4th	  year,	  not	  considering	  surgery
Discussion
Students	  held	  stereotypes	  of	  surgeons	  as	  self-­‐conﬁdent	  and	  inMmidaMng,	  and	  of	  
surgical	   culture	   as	   compeMMve, 	   masculine,	   and	   requiring	   sacriﬁce.	   Students	  
thought	   they	  must	  ﬁt	  these	  stereotypes	  to	   become	  a	  surgeon,	  which	  deterred	  
many	   from	   considering	   a	   surgical	   career. 	  Further,	   to	   remain	   successful	   while	  
deviaMng	  from	   the	   stereotypes	  required	   displaying	  valued	   characterisMcs	   to	   a	  
level	   excepMonal	   even	   for	   surgery,	   excluding	   a	   further	   subset	   who	   did	   not	  
believe	  this	  was	  a	  realisMc	  possibility.	  Stereotypes	  exerted	   their	   inﬂuence	  even	  
before	  medical	   students	  encountered	  surgery,	  and	  published	   research	  suggests	  
the	   inﬂuence	   may	   persist	   throughout	   residency	   (Peters	   et	   al.	   2012). 	   The	  
existence	  of	  stereotypes	  may	  contribute	  to	  both	   falling	  applicaMons	   to	  surgical	  
residency	  and	   to	   a`riMon	   once	   in	   surgical	   training,	  for	   example	   among	  female	  
trainees	  in	  the	  UK	  (McNally	  2012).
The	  strength	  of	  the	  stereotype	  becomes	  the	  issue,	  then,	  because	  of	  the	  type	  of	  
person	   it	   demands;	   the	   quesMon	   becomes	   not	   one	  of	  who	  chooses	   a	  surgical	  
career,	  but	  of	  who	  is	  unable	  to;	  of	  who	  is	  excluded	  from	  the	  possibility	  of	  doing	  
so.	   Our	   data	   suggest	   that	   a	   change	   in	   surgical	   stereotypes	   may	   increase	   the	  
number	  and	  diversity	  of	  students	  considering	  surgery	  as	  a	  career	  in	  general,	  and	  
in	   parMcular	   may	   address	   the	   issue	   of	   women’s	   under-­‐representaMon.	   In	  
agreement	  with	   other	   internaMonal	   studies,	  our	  parMcipants	  perceived	   surgery	  
as	   a	  masculine	   domain,	  which	   was	  oﬀ-­‐puung	   to	   those	   of	   both	   genders,	  but	  
more	  notably	  women,	  who	  did	  not	   see	  themselves	  as	  able	  or	  willing	  to	  work	  in	  
such	   a	   culture	   (Riska	   &	   Novelskaite	   2008;	   Hill	   &	   Vaughan	   2013).	   A	   similar	  
workplace	  culture	  exists	  in	  ﬁnancial	  services	  and	  management	  consultancy,	  and	  
has	   been	   described	   as	   ‘compeMMve	   masculinity’	   (Kerfoot	   &	   Knights	   1993;	  
Meriläinen	   et	   al.	   2004).	   As	   such,	   a	   macho	   culture	   of	   compeMMveness	   and	  
sacriﬁce	  is	  symptomaMc	  of	  a	  normalizing	  gendered	  discourse	  of	  what	  it	   is	  to	  be	  
an	   ‘ideal’	   surgeon,	   to	   the	   exclusion	   of	   many	   of	   both	   genders. 	   PrescripMve	  
gender	   stereotypes	   provide	   a	   cultural	   framework	   for	   what	   are	   and	   are	   not	  
suitable	  behaviors	  for	  surgeons	  (Heilman	  &	  Parks-­‐Stamm	  2007):
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“You	   know,	   there	   are	   stereotypes,	   about	   the	   monster	   female	   surgeon,	  
how	   scary	   she	  is...	  She	   is	  not	   feminine.	  Nobody	   likes	  her.	  How	   dare	   she,	  
she’s	  supposed	  to	  be	  raising	  children.”	  Middle-­‐aged	  female	  surgeon
Riska	  &	  Novelskaite	  (2008)
In	   occupying	   this	   masculine	   domain,	   female	   surgeons	   may	   be	   perceived	  
negaMvely	  since	   they	  violate	   the	   prescribed	   stereotypical	   behaviors	  of	  both	   a	  
surgeon	   and	   a	  woman.	   Hence	   the	   perceived	   culture	   of	   surgery	   may	   explain	  
under-­‐representaMon	  of	  women	  in	  surgery.
To	   address	   this	   issue,	  we	  must	   consider	   how	   such	   strongly-­‐held,	   remarkably	  
uniform	   negaMve	   stereotypes	   can	   be	   challenged.	   One	   approach	   is	   via	   role	  
modeling,	   which	   increases	   students’	   a`racMon	   to	   surgery	   (Nicholson	   2002;	  
Lempp	  &	  Seale	  2004;	  Rose	  et	  al. 	  2005;	  Sanfey	  et	  al.	  2006;	  Ravindra	  &	  Fitzgerald	  
2011).	  Role	  models	  are	  a	  way	  of	  encountering	  the	  ‘reality’	  of	  surgery,	  and	  thus	  
countering	   the	   prevailing	   stereotypes.	   The	   more	   diverse	   the	   role	   models	  
available	   to	   students	   are, 	   the	   more	   potenMal	   there	   will	   be	   to	   dispel	   the	  
stereotype	  that	   all	  surgeons	  ﬁt	  a	  single	  persona	  (Hill	  &	  Vaughan	  2013).	  Yet	  our	  
data	   suggest	   role	  modeling	  alone	  may	  not	   suﬃce:	  stereotypes	  persisted	  even	  
when	   students	  were	   consciously	  aware	  that	   their	   ideas	  were	  stereotypical	   and	  
had	   real-­‐life	   counter-­‐examples	   drawn	   from	   their	   own	   experiences.	   The	  
challenge,	  then,	   in	   addiMon	   to	   an	  approach	   at	   the	  level	  of	   the	   individual,	  is	   to	  
alter	  the	  stereotypes	  on	  a	  macro-­‐scale.	  
Awareness	   of	   stereotypes	   is	   a	   powerful	   posiMon	   in	   itself,	   if	   it	   provokes	  
controversy	  and	  discussion;	  awareness	   provides	  an	   opportunity	  to	   collecMvely	  
challenge	   widespread	   percepMons	   of	   surgery	   and	   surgeons,	   allowing	  
reinterpretaMon	  of	  exisMng	  stereotypes	   into	   something	  more	   inclusive.	   Let	   us	  
consider	   a	  hypotheMcal	  alternaMve	  to	  Cassell’s	  descripMon,	  where	  surgeons	  are	  
"friendly	  and	   approachable.	  A	   diverse	   group	   who	   always	  work	  hard	   and	   play	  
hard,	  combining	  their	   clinical	  commitments	  with	  family	  life. 	  They	  are	  excellent	  
teachers,	   technically	   brilliant	   and	   prioriMze	   their	   paMents,	   communicaMng	  
empatheMcally,	   to	   strive	   for	   the	   best	   surgical	   outcomes."	   This	   alternaMve	  
account	   does	  not	   devalue	   surgeons’	   skills, 	  or	   weaken	   the	   specialty,	   though	   it	  
undoubtedly	   tackles	   some	  of	   our	   parMcipants’	  concerns	  about	   surgery.	  Such	  a	  
change	   may	   subsequently	   alter	   students’	   expectaMons;	   for	   example,	   a	  direct	  
communicaMon	  style	  may	  be	  perceived	  as	  honest	  and	  helpful	  rather	  than	  harsh	  
or	  mean.
While	  negaMve	  stereotypes	  of	  surgery	  and	  surgeons	  prevail,	  they	  will	  conMnue	  
to	   jeopardize	   recruitment	   in	   terms	   of	   numbers	   and	   quality.	   Surgeons,	   and	  
parMcularly	  surgical	  educators,	  should	  be	  aware	  of	  the	  stereotypes,	  noMce	  them	  
and	   challenge	   them,	  whether	   it	   be	   in	   the	  way	   surgeons	   are	   spoken	   about	   by	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colleagues	  or	  portrayed	   in	  wri`en	  communicaMons.	  Engagement	  with	  students	  
to	  discuss	  their	  percepMons	  may	  not	  be	  enough,	  as	  even	  those	  students	  aware	  
of	  stereotypes	  subscribe	  to	  them	  strongly.	  There	  is,	  however,	  growing	  evidence	  
that	   oﬀering	   experiences	  of	   parMcipaMon	   in	   surgery	  and	   alternaMve	   stories	   of	  
‘real-­‐life’	  surgeons	  may	  dispel	   their	   negaMve	  assumpMons	   (Drolet	  et	   al.	  2014).	  
Future	  work	  is	  needed	  to	   evaluate	  how	  students’	  views	  of	  surgery	  can	  change,	  
and	  whether	  intervenMons	  countering	  surgical	  stereotypes	  are	  eﬀecMve.
This	  study	  takes	  a	  novel	  approach	  to	  a	  long-­‐established	  problem	  within	  surgical	  
educaMon.	  By	  focusing	  on	   the	  voices	  of	  the	  medical	   students,	  we	  were	  able	   to	  
capture	   their	   percepMons	   of	   surgery	   and	   how	   these	   shape	   their	   career	  
intenMons.	   A	   signiﬁcant	   strength	   of	   our	   study,	   therefore, 	   is	   that	   it	   begins	   to	  
address	  the	  mechanisms	  underlying	  pa`erns	  idenMﬁed	  by	  previous	  studies.
In	   qualitaMve	   research,	   the	   prioriMzaMon	   of	   rich,	   detailed	   data	   comes	   at	   the	  
expense	  of	  the	  observaMon	  of	  broader	  pa`erns	  and	  factors	  across	  a	  populaMon.	  
This	   study,	   therefore,	  makes	   limited	   claims	   to	   generalizability;	   however,	   we	  
took	  several	   steps	  to	   address	   this	   issue.	  First,	  we	  drew	  on	  previous	   large-­‐scale	  
quesMonnaire	   studies	   invesMgaMng	   recruitment	   to	   surgery	   in	   a	   number	   of	  
studies	  to	  inform	  our	   study	  design.	  Second,	  we	  sampled	  purposively,	  to	   include	  
a	  breadth	  of	  parMcipants	  in	  our	  analysis.	  Third,	  the	   research	   team	  comprised	  a	  
medical	   student, 	   surgical	   resident,	   Dean,	   researcher, 	   and	   educator, 	   whose	  
diverse	   perspecMves	  posed	   rigorous	  challenge	  to	   the	   analysis.	  Further, 	  EH	   and	  
KB	   maintained	   reﬂexive	   diaries	   to	   counter	   the	   inﬂuence	   of	   their	   own	  
assumpMons	   and	   biases	   on	   the	   analysis.	   Yet,	   our	   study	   does	   examine	   a	  
parMcular	  group	   in	  a	  parMcular	  seung	  and	   it	   is	  possible	   that	  a	  microclimate	  of	  
surgical	   culture	   existed;	   for	   example,	  Manchester	  Medical	   School	   has	   a	   large,	  
acMve	   undergraduate	   surgical	   society	   set	   up	   to	   promote	   surgical	   careers.	  
Further	  work	  is	  needed	  to	  compare	  and	  contrast	  these	  ﬁndings	  with	  data	  from	  
other	  contexts.
Conclusion
Strong	  stereotypes	  of	  surgery	  and	   surgeons	  existed	  amongst	  medical	  students.	  
These	  stereotypes	  deterred	  many	  from	  considering	  a	  surgical	  career.	  Surgeons	  
and	  surgical	  educators	  should	  be	  aware	  of	  stereotypes,	  encourage	  parMcipaMon	  
in	   surgery	  and	   share	   ‘real-­‐life’	  narraMves	   to	   challenge	   and	   dispel	   the	  negaMve	  
stereotypes	  that	  are	  inﬂuencing	  surgical	  recruitment.
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Chapter 5
COMMENTARY
Career decisions and gender: 
the illusion of choice?
Published as:  
Hill EJR, Giles JA (2014). Career decisions and gender: the illusion 
of choice? Perspect Med Educ, 3(3):151-4.
In	   their	   arMcle	   published	   in	   this	   issue,	   van	   Tongeren-­‐Alers	   et	   al.	   (2014)	  
conducted	   a	   systemaMc	   review	   of	   the	   evidence	   for	   gender	   diﬀerences	   in	  
specialty	  preference	  among	  medical	   students.	  Male	  students	  were	  more	  likely	  
to	   be	   interested	   in	   surgery,	   while	   female	   students	   were	   more	   likely	   to	   be	  
interested	   in	   gynaecology,	   paediatrics	   and	   general	   pracMce.	   WriMng	   in	   a	  
thought-­‐provoking	  arMcle	   in	  Medical	  EducaMon,	  Bleakley	  made	  a	  recent	  call	   for	  
a	  move	  beyond	  tradiMonal	  demography	  (and	  indeed	  biology)	  to	  consider	  gender	  
issues	  as	  cultural,	  in	   terms	  of	   gendered	  ways	  of	   thinking	  (Bleakley	  2013). 	  With	  
such	  a	  stance	  in	  mind,	  it	  is	  striking	  that	   the	  majority	  of	  the	  studies	  avaliable	  for	  
van	   Tongeren-­‐Alers	   et	   al.’s	   review	   framed	   the	   problem	   in	   terms	   of	   ‘career	  
choice’.	  Given	  such	  pronounced	  gender	  diﬀerences,	  that	  van	  Tongeren-­‐Alers	  et	  
al.	  show	  hold	  consistently	  across	  countries, 	  can	  students	  be	  truly	  said	  to	  have	  a	  
‘choice’	  of	  career?	  To	  what	  extent	  are	  their	  available	  career	  opMons	  socially	  and	  
culturally	  mediated	  by	  gender?
We	   know	   that	   certain	   factors	   aﬀect	   students’	   career	   decisions.	   Chief	   among	  
these	  is	  experience:	  if	  students	  are	  exposed	  to	  a	  specialty	  and	  enjoy	  it,	  they	  are	  
more	   likely	   to	   pursue	   that	   career	   (Maiorova	   et	   al.	   2008).	   However,	   there	   is	  
evidence	   that	   students	   of	   diﬀerent	   genders	   experience	   clinical	   placements	  
diﬀerently.	   Females	   have	   been	   shown	   to	   have	   diﬀering	   and	   more	   negaMve	  
experiences	   of	   surgery	   (Hill	   &	   Vaughan	   2013).	   while,	   equally,	   males	   have	  
diﬀering	   and	  more	   negaMve	  experiences	  of	  gynaecology	   (Schnuth	   et	   al.	  2003;	  
Chang	  et	   al. 	  2010).	  Experiences	  are	  mediated	   by	   the	  culture	   of	  a	   specialty;	   in	  
gynaecology, 	   male	   students	   are	   treated	   diﬀerently	   because	   of	   diﬀering	  
expectaMons	   within	   the	   specialty	   of	   male	   and	   female	   students	   (Akkad	   et	   al.	  
2008).	  It	  seems,	  then,	  that	  while	  experience	  is	  all	  important,	  certain	  genders	  are	  
be`er	   able	   to	   access	   parMcipaMon	   in	   certain	   specialMes	   because	   of	   current	  
cultural	   understandings	   of	   gender	   and	   the	   specialMes	   themselves	   –	   in	   other	  
words,	  because	  of	  commonly-­‐held	  gendered	  understandings	  of	  what	   it	   is	   to	  be	  
a	  man	  or	  women,	  or	  a	  surgeon	  or	  gynaecologist.	  
Role	   models	   are	   another	   inﬂuence	   on	   students’	   career	   decisions,	   especially	  
during	   clinical	   placements	   (Lempp	   &	   Seale	   2004).	   Here, 	   again,	   gender	   is	   an	  
important	   factor	   (Nicholson	   2002;	   Lempp	   &	   Seale	   2004;	   Rose	   et	   al.	   2005).	  
Indeed,	   female	  students	   training	   in	   centres	  with	  more	   female	   surgeons	  were	  
signiﬁcantly	  more	   likely	  to	   show	   an	   interest	   in	   surgery	   (Sanfey	  et	   al. 	  2006)	   –	  
potenMally	  explaining	  how	   current	  gender	   pa`erns	   are	   reproduced	  over	   Mme.	  
Previous	   work	   has	   shown	   that	   what	   students	   see,	   hear, 	   and	   do	   when	  
encountering	  a	   specialty	  aﬀect	  whether	   they	   can	   imagine	   themselves	   therein	  
(Hill	   &	   Vaughan	   2013).	   This	   idea,	   of	   a	   ‘paradigmaMc	   trajectory’,	  goes	   further	  
than	   role	  modelling,	  to	  encompass	  how	  a	  specialty	  as	  a	  community	  and	  culture	  
inﬂuences	   the	   possible	   futures	   students	   can	   imagine	   for	   themselves.	  Surgical	  
paradigmaMc	   trajectories	   are	   more	   accessible	   to	   male	   students	   and	   deter	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female	  students	  (Hill	  &	  Vaughan	  2013);	  there	  is	  also	  evidence	  that	  paradigmaMc	  
trajectories	   in	   female-­‐dominated	   specialMes,	  such	   as	   gynaecology,	  deter	   male	  
students	  (Schnuth	  et	  al.	  2003).
The	   above	   arguments	   indicate	   that	   social	   and	   cultural	   processes	   inﬂuence	  
career	   decisions,	   but	   can	   such	   processes	   be	   said	   to	   restrict	   choice?	  
ConsideraMon	  of	  discourses	  may	  allow	  deeper	  exploraMon	  of	  these	  phenomena.	  
Discourses	   of	   masculinity	   include	   characterisMcs	   of	   strength, 	   decisiveness,	  
independence,	   whilst	   those	   of	   femininity	   include	   empathy, 	   communicaMon,	  
collaboraMon	   (Williams	   &	   Best	   1982).	   Discursively,	   surgery	   is	   constructed	   as	  
strongly	   masculine:	   its	   culture	   is	   masculine,	   wherein	   masculine	   qualiMes	   are	  
valued	   (Riska	   &	   Novelskaite	   2008).	   Conversely	   paediatrics	   is	   constructed	   as	  
feminine,	   highly	   prizing	   communicaMon	   skills	   and	   the	   ability	   to	   ‘care’	   for	  
children	  (Riska	  &	  Novelskaite	  2008).
Poststructuralist	   feminist	   criMque	   considers	   gender	   not	   as	   biological, 	   but	   as	  
performaMve	  –	   in	   terms	  of	   learned	  behaviours	  and	  beliefs;	  ‘women’	  (insofar	  as	  
the	  word	   denotes	  a	   common	   idenMty)	   tend	   to	  embody	  discourses	  considered	  
feminine,	  and	  ‘men’	  masculine,	  because	  they	  learn	  to	  ‘do	  gender’	  (Butler	  2007).	  
Importantly,	   this	   is	   not	   to	   say	   that	   men	   cannot	   ever	   embody	   feminine	  
discourses, 	  nor	   that	   individuals	  can	  only	  embody	  either	  masculine	  or	   feminine	  
discourses. 	  Indeed,	  men	   do	  embody,	  and	   operate	  within,	  feminine	  discourses,	  
and	   women	   masculine	   (Holmes	   &	   Marra	   2010)	   –	   we	   have	   hugely	   successful	  
male	   paediatricians	   and	   female	   surgeons	   as	   evidence.	  However, 	  what	   we	  do	  
suggest	   is	   that	   in	   a	  domain	  where	  masculine	   discourses	  predominate,	   such	  as	  
surgery,	   feminine	   qualiMes	   have	   less	   cultural	   worth	   and	   are	   therefore	   more	  
marginalised.	   It	   therefore	   follows	   that	   it	   is	   harder	   for	   those	   who	   have	  
constructed	   a	   feminine	   idenMty	   for	   themselves	   –	   more	   usually,	   though	   not	  
exclusively, 	   women	   –	   to	   imagine,	   access	   and	   engage	   in	   such	   a	   pracMce,	  
especially	  when	  they	  simultaneously	  compare	  it	  (imaginaMvely	  or	  otherwise)	  to	  
a	  pracMce	   like	  paediatrics,	  which	  discursively	  embraces	  and	   values	   those	  same	  
aspects	  of	  their	  idenMty.	  
Diﬀerent	  theoreMcal	  stances	  a`ribute	  diﬀering	  degrees	  of	  agency	  –	  the	  capacity	  
for	   self-­‐direcMon	   –	   to	   individuals	   ‘making	   choices’	   in	   the	   world.	   The	  
sociocultural	  stance	  we	  adopt	   above	   holds	  that	   discursive	   constraints, 	  such	  as	  
gender, 	  class,	  ethnicity	  and	  sexuality	  operate	  to	  restrict	  available	  opMons;	  or,	  to	  
put	  it	  another	  way,	  the	  possibiliMes	  that	  are	  available	  are	  largely	  determined	  by	  
an	   individual’s	  background	   –	  or	   rather	   their	   embodied	  history-­‐in-­‐person	  –	   and	  
the	   condiMons	   of	   the	   society	   in	   which	   they	   operate	   (Holland	   et	   al. 	   1998).	  
Discourses,	  then,	  become	  a	  “highly	  rigid	  regulatory	  frame”	  (Butler	  2007).
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More	  individualisMc	  perspecMves	  diﬀer	   in	  that	   individuals	  become	  the	  ‘locus’	  of	  
agency;	  individuals	  are	  free	  to	  decide	  their	  future,	  taking	  into	  account	  how	  they	  
see	  the	  world.	  It	   is	   towards	  this	  end	   of	   the	   epistemological	   spectrum	   that	   we	  
posiMon	   the	   literature	   on	   ‘career	   choice’	   in	  medical	   educaMon,	  one	  of	  whose	  
features	   as	   a	   ﬁeld	   is,	   what	   Bleakley	   terms,	   the	   “widespread	   uncriMcal	  
acceptance	   of	   andragogy”	   (Bleakley	   2013),	   which	   seeks	   to	   emphasise	   the	  
autonomy	   and	   ‘self-­‐direcMon’	   of	   each	   learner	   (Bleakley	   et	   al.	   2011). 	   These	  
theories	  are	  criMqued	  for	   their	   ‘denial	  of	  the	  social	  world’	  –	  not	  acknowledging	  
the	  cultural	  constraints	  working	  against	   those	  marginalised	  or	   less	  privileged	   in	  
a	  society	  (Bourdieu	  1977;	  1984).
So,	  how	   to	   proceed?	  Likely	  we	  can	   all	   agree	  on	   the	  importance	  of	  supporMng	  
medical	   students	   to	   navigate	   the	  various	  careers	   available,	  and	   take	  the	  best	  
path	  for	   themselves.	  As	  van	  Tongeren-­‐Alers	  et	  al.	  (2014)	  suggest,	  the	  method	  of	  
gender	  mainstreaming	  may	  be	  useful	  (Verdonk	  et	  al.	  2008);	  it	   renders	  issues	  of	  
gender, 	  and	   what	   it	   means	   to	   be	   male	   and	   female,	   ‘up	   for	   negoMaMon’. 	  We	  
suggest	   that	  discussion	  of	  what	   surgery	  or	   gynaecology	  is,	  in	   a	  cultural	   sense,	  
could	  also	   lead	   to	  renegoMaMon	  and	   broadening	  of	  who	   should	  pracMce	  them.	  
There	  may	  also	  be	  space	  within	  medical	  educaMon	   for	   further	  consideraMon	   of	  
the	   inﬂuence	   of	   gendered	   discourses	   in	   day-­‐to-­‐day	   pracMce	   –	   of	   how	   gender	  
‘works’	   within	   a	   culture;	   this	   approach	   allows	   exploraMon	   of	   demographic	  
inequaliMes	  from	  another	  angle,	  theoreMcally	  complemenMng	  past	  work.
Studies	   to	   idenMfy	   gender	   imbalance	   in	   medical	   educaMon,	   are	   onen	  
accompanied	  by	  a	  desire	  to	  address	  the	  issue.	  The	  contemporary	  social	  sciences	  
have	  given	   us	  the	  tools	   to	  do	   so,	  to	  move	  beyond	  demography	  and	  biology	  in	  
our	  discussions,	  in	  teaching	  and	  learning,	  and	  in	  research,	  and	  to	  begin	  to	  be`er	  
address	  the	  gender	  issues	  that	  so	  concern	  us.
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Chapter 6
BEING A WOMAN IN SURGERY 
You become a man in a 
man’s world:
is there discursive space for 
women in surgery?
Submitted as:  
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a man in a man’s world: is there discursive space for women in 
surgery?
Abstract
Background
The	  UK	   set	   a	  2009	   target	   for	   a	  20%	  female	   surgical	   consultant	   workforce	  –	   in	  
2012,	  it	  remains	  7%.	  Previous	  studies	  have	  a`ributed	  this	  shorall	  to	  the	  nature	  
of	   a	  career	   in	   surgery	  and	   diﬀering	  career	   aspiraMons	  among	   females. 	  Rather	  
than	   exploring	   barriers	   to	   parMcipaMon,	   this	   study	   aims	   to	   explore	   the	   self-­‐
narraMves	   of	   those	   women	   who	   do	   undertake	   surgical	   careers	   and	   who	   do	  
come	  to	  see	  themselves	  as	  surgeons.
Summary	  of	  Work
The	   study	   comprises	   ﬁneen	   individual	   interviews	   with	   women	   throughout	  
surgical	  careers,	  from	  medical	  students	  aspiring	  to	  surgery,	  to	  senior	  and	  reMred	  
surgeons.	   Data	   were	   explored	   via	   discourse	   analysis	   with	   a	   priori	   themes	  
derived	  from	  the	  literature	  on	  women	  in	  surgery	  and	  Holland	  et	  al.’s	  theoreMcal	  
framework	  of	  Figured	  Worlds.
Summary	  of	  Results
Discourses	   of	   being	   a	   surgeon	   and	   discourses	   of	   being	   a	   woman	   existed	   in	  
compeMMon.	   Female	   surgeons	   ﬁgured	   surgery	   as	   a	   career	   requiring	   100%	  
dedicaMon,	  as	   they	  did	  motherhood,	   though	   the	  demands	  of	   these	   two	   roles	  
diﬀered;	   consequently	   these	   roles	   were	   not	   discursively	   compaMble.	   Many	  
related	   powerfully	   negaMve, 	  even	   traumaMc,	   experiences	  where	   their	   female	  
gender	   marked	   them	   out	   as	   ‘other’	   within	   the	   surgical	   world.	   Some	   had	  
reﬁgured	   these	  and	  drew	  upon	  them	  as	  sources	  of	   strength,	  construcMng	  their	  
own	  pracMce	  in	  opposiMon	  to	  what	  had	  hurt	  them.	  Women	  described	  how	  they	  
were	  expected	   to	   show	  masculine	   traits	   as	   a	  surgeon,	  and	   the	  ways	   in	  which	  
they	  could	  consequently	  become	   legiMmate	   in	  the	  surgical	  world	   as	  a	  ‘woman-­‐
surgeon’.	   They	  found	   creaMve	  ways	   to	   arMculate	  how	  women	   in	   general, 	  and	  
feminine	   qualiMes	   in	   parMcular,	   enhanced	   surgery. 	   Finally, 	   some	   women	  
engaged	   in	   powerful	   idenMty	   work,	   termed	   world-­‐making	   –	   the	   creaMve	  
orchestraMon	   of	   discourses	   of	   surgeonhood	   and	   motherhood	   to	   be	   mutually	  
sustaining.
Conclusions
There	   is	   li`le	   discursive	   space	   to	   be	   a	   successful	   woman	   and	   a	   successful	  
surgeon.	  Those	  who	  do	  combine	   these	   two	   roles	  must	   either	   be	   innovaMve	   in	  
reﬁguring	  either	  what	   it	  means	  to	  be	  female	  or	  what	   it	  means	  to	  be	  a	  surgeon;	  
or	   they	  must	   author	   a	  new	  space	  for	  themselves,	  a	  powerful	  discursive	  process	  
termed	  ‘world-­‐making’.
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Introduc:on
The	   increase	   in	   the	   proporMon	   of	   women	   at	   medical	   school	   has	  changed	   the	  
gender	   demography	  of	  the	  medical	   profession.	  One	  specialty	   in	  which	  women	  
remain	  under-­‐represented	   despite	  this	   change	  is	   surgery.	  Though	   the	   number	  
of	  women	  entering	  postgraduate	  surgical	   training	  has	   increased,	  by	  the	  end	   of	  
training	   few	   women	   remain	   (Davis	   et	   al.	   2011;	  Center	   for	   Workforce	  Studies	  
2012;	   McNally	   2012).	   While	   this	   pa`ern	   exists	   in	   many	   countries,	   it	   is	  
parMcularly	  marked	   in	  the	  UK.	  Here	  women	  represent	  58%	  of	  medical	  students,	  
33%	  of	  core	  surgical	  trainees	  (postgraduate	  years	  3-­‐4),	  16%	  of	  specialty	  surgical	  
trainees	  (postgraduate	  years	  5-­‐10)	  and	  7%	  of	  fully-­‐trained	   surgeons	  (Center	  for	  
Workforce	  Studies	  2012;	  McNally	  2012).	  Much	   of	  the	  literature	  examining	  this	  
demographic	   phenomenon	   focuses	   either	   on	   factors	   aﬀecMng	   the	   career	  
decisions	   of	   medical	   students	   (Burack	   et	   al.	   1997;	   Drinkwater	   et	   al.	   2008;	  
Maiorova	  et	   al. 	  2008;	  Cleland	   et	  al.	  2012),	  or	   on	   reasons	  why	  female	  students	  
do	   not	   pursue	   surgery	  (Baxter	   &	  Cohen	  1996;	  Neumayer	  et	   al.	  2002;	  Yu	   et	  al.	  
2012;	   Hill	   &	   Vaughan	   2013). 	   Yet,	   self-­‐evidently,	   some	   women	   do	   engage	   in	  
surgical	   careers.	   To	   further	   explore	   the	   reasons	   for	   women’s	   under-­‐
representaMon, 	  we	   focus	   this	   paper	   on	   those	   women	   who	   have	  decided	   to	  
undertake	  a	  surgical	  career.	  
As	  women	   progress	  in	   surgical	  careers,	  they	  must	   form	  a	  professional	   idenMty	  
that	   is	  situated	  within	  the	  structure	  and	  culture	  of	  the	  surgical	  profession.	  Li`le	  
literature	   exists	   on	   the	   relaMonship	   between	  gender	   and	   idenMty	  formaMon	   in	  
surgical	   careers;	   however,	   parallels	   can	   be	   drawn	   between	   surgery	   and	   a	  
number	   of	   other	   stereotypically	   masculine	   disciplines,	   for	   example	  
mathemaMcs,	   science	   and	   engineering,	   and	   business	   (Meriläinen	   et	   al.	   2004;	  
Regan	  &	  Dillon	  2012).	  Despite	  the	  widespread	  eliminaMon	  of	  organisaMonal	  and	  
legal	   barriers	   to	   their	   advancement	   in	   these	   careers,	  women	   conMnue	   to	   be	  
under-­‐represented	  in	  tradiMonally	  male	  domains.	  The	  problem	  has	  been	  framed	  
in	  terms	  of	  the	  lack	  of	  a	  discursive	  space	  for	  women	  in	  male-­‐dominated	  arenas,	  
where	   idenMMes	   are	   typically	   masculine	   (Walls	   2009;	   Solomon	   2012).	   Thus,	  
women	   must	   posiMon	   their	   feminine	   idenMMes	   under	   a	   “cloak	   of	  
invisibility”	   (Walls	   2009).	  Yet	   there	   is	   evidence	   to	   show	   that	   some	   women	   in	  
mathemaMcs	  are	  ﬁnding	   new	  ways	   to	   be	   female	   in	   a	  masculine	   environment,	  
via	  collecMve	  challenge	  to	  the	  engrained	  power	  dynamics	  and	  criMcal	  analysis	  of	  
their	  own	  situaMon	  (Solomon	  2012).	  The	  approach	   taken	   in	  mathemaMcs,	  then,	  
may	   be	   applied	   to	   examine	   the	   issue	   of	   women	   in	   surgery	   from	   a	   fresh	  
theoreMcal	  perspecMve.
Holland	  et	  al.’s	  theoreMcal	  amalgam	  of	  Vygotsky,	  BakhMn	  and	  Bourdieu	  is	  a	  lens	  
through	   which	   we	  may	  explore	   women’s	   idenMMes	   in	   the	   ‘ﬁgured	   world’	   of	  
surgery	  (Holland	  et	  al.	  1998).	  IdenMty	  is	  a	  word	  used	  to	  describe	  many	  diﬀerent	  
aspects	   of	   an	   individual,	   community	   or	   culture.	   Within	   Holland’s	   ‘Figured	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Worlds’	  framework, 	  idenMty	   is	  not	   something	  which	   is	   possessed;	  rather, 	  it	   is	  
constantly	  negoMated	  between	  an	  individual	  and	   their	   social	  world.	  The	  theory	  
of	  Figured	  Worlds	   captures	  the	  way	   in	   which	   individuals	  narrate	   (‘self-­‐author’)	  
their	   idenMMes	   by	   selecMvely	   drawing	   upon	   the	   norms,	   values,	   language,	  
pracMces	  and	  narraMvised	  characters	  (‘ﬁgures’)	  of	  their	  parMcular	  social	  context.	  
Hence,	  people	  ‘self-­‐author’	  their	  idenMMes	  in	  dialogue	  with,	  and	  in	  response	  to,	  
those	   around	   them,	   drawing	   on	   the	   shared	   sociohistorical	   meanings,	   or	  
discourses, 	  that	  are	  available	  to	   them	  (BakhMn	  1981;	  1986;	  Holland	  et	  al.	  1998;	  
Monrouxe	   2010).	   This	   concept	   of	   self-­‐authoring	  aﬀords	  a	   degree	   of	   agency	  –	  
opportunity	   for	   self-­‐determinaMon	   –	   as	   individuals	   can	   selec6vely	   draw	   upon	  
and	  posiMon	  themselves	  within	  societal	  discourses;	  indeed,	  individuals	  have	  the	  
ability	  to	  eﬀect	  change	  within	  social	  worlds	  (Holland	  et	  al. 	  1998).	  IdenMty, 	  then,	  
may	  be	  considered	  a	  process	  of	  becoming;	  people	  are	  conMnuously	  shaping	  and	  
being	   shaped	   by	   the	   world	   around	   them.	   When	   viewed	   as	   the	   point	   of	  
intersecMon	   where	   past	   experiences	   and	   current	   pracMce	   meet,	   and	   the	  
individual	   and	   society	   interact	   (Tsourouﬂi	   et	   al.	   2011),	   idenMty	   allows	   us	   to	  
examine	  gender	  issues	  in	  surgery	  at	  a	  micro	  and	  macro	  level	  simultaneously.	  
If	  we	  acknowledge	  that	   the	  interacMon	  between	  idenMty	  and	  social	   structure	  is	  
important,	   then	   the	   ways	   in	   which	   individuals	   navigate	   and	   negoMate	   this	  
interacMon	   are	   also	   important. 	   The	   role	   of	   narraMve	   in	   this	   process	   can	   be	  
studied	  through	  discourse	  analysis,	  which	  describes	  the	  funcMon	  of	  language	  as	  
twofold:	   to	   support	   social	   acMviMes	   and	   idenMMes,	   and	   to	   support	   human	  
aﬃliaMon	  within	  social	  groups,	  cultures	  and	   insMtuMons	  (Gee	  2005).	  Surgery	  has	  
mulMple	  social	   groups,	  cultures	  and	   insMtuMons	  with	  which	  to	  aﬃliate	  oneself,	  
and	   there	  is	  a	  complex	   interplay	  of	   social	   acMviMes	  and	   posiMons	  to	   negoMate,	  
which	  may	  pose	  diﬀering	  barriers	  to	  engagement	  for	  women.	  One	  example,	  The	  
Royal	   College	   of	   Surgeons	   of	   England,	   is	   an	   organisaMon	   that	   is	   exclusive,	  
steeped	   in	   history	  and	   tradiMonally	  masculine.	  Similarly, 	  the	   culture	   within	   an	  
operaMng	  theatre	  is	  hierarchical,	  regimented	  and	  closed	  to	  outsiders	  (Lingard	  et	  
al.	  2002).	   In	  any	  ﬁgured	  world,	  social	   posiMoning,	  or	   posiMonality,	  is	  mediated	  
by	   “on-­‐the-­‐ground	   relaMons	   of	   power, 	   deference	   and	   enMtlement,	   social	  
aﬃliaMon	  and	  distance”	  (Holland	  et	  al.	  1998,	  p127).
Surgery	   as	   a	   pracMce	   is	   discursively	   masculine,	   privileging	   embodiment	   of	  
masculine	   characterisMcs	   (Riska	   &	   Novelskaite	   2008).	   How	   then	   do	   women	  
experience	  this	  ﬁeld,	  and	   author	   themselves	  in	   response	  to	   it?	  It	   may	  be	  that	  
there	   is	   a	   lack	  of	   discursive	   space	   for	   women	   within	   the	   surgical	   world.	   This	  
study	  aims	   to	   explore	   how	   those	   females	  who	   do	   undertake	  surgical	   careers	  
and	  who	  do	  come	  to	  see	  themselves	  as	  surgeons	  experience	  these	   insMtuMonal	  
environments, 	  and	   how	   they	   use	   language	   to	   idenMfy	  or	   disidenMfy	   therein.	  
Hence,	  this	  study	  uses	  discourse	  analysis	  and	   the	  Figured	  Worlds	  framework	  to	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answer	   the	   research	   quesMon:	   how	   do	   female	   surgeons	   self-­‐narrate	   their	  
idenMMes?
Methods
Research	  ethics
Ethical	   approval	   for	   the	   study	  was	   granted	   by	   The	  University	   of	   Manchester	  
Commi`ee	  for	  the	  Ethics	  of	  Research	  on	  Human	  Beings	  (Ref:	  11314).
Theore;cal	  framework
We	   undertook	   an	   in-­‐depth	   qualitaMve	   study	   using	   Figured	   Worlds	   as	   a	  
theoreMcal	   framework	  (Holland	   et	  al.	  1998).	  This	  theory	  facilitated	  exploraMon	  
of	   idenMty	   in	   two	   ways.	   Firstly,	   in	   terms	   of	   ‘ﬁgured	   idenMty’, 	   i.e.	   idenMty	  
pertaining	   to	   an	   individual’s	   own	   experiences, 	   the	   narraMves	   of	   others,	   the	  
ﬁgured	   world	   of	   surgery	   and	   its	   ﬁgures.	   This	   allows	   us	   to	   understand	   how	  
individuals’	   pasts	   have	   inﬂuenced	   their	   idenMMes,	   and	   how	   they	   imagine	  
themselves	   and	   the	   world	   around	   them.	   Second,	   in	   terms	   of	   ‘posiMonal	  
idenMty’,	  i.e.	  idenMty	  pertaining	  to	  an	  individual’s	  posiMon	  within	  a	  social	  world	  
in	   relaMon	   to	   others.	   This	  provides	   a	  tool	   to	   explore	   relaMonships,	  power	   and	  
hierarchy.	  The	  use	  of	  Figured	  Worlds	  predisposes	  an	  epistemological	  stance:	  the	  
way	  people	  choose	  to	  talk	  about	  themselves,	  parMcularly	  in	  relaMon	  to	  others,	  is	  
the	  way	  they	  narrate	  their	   own	   self	   (to	   themselves	   as	  well	   as	   to	  others),	  and	  
thus	  their	  idenMMes.	  Therefore, 	  by	  interviewing	  parMcipants	  we	  can	   study	  their	  
idenMMes.
Se?ng
Medical	   student	   parMcipants	  a`ended	   a	   large	  UK	   medical	   school	  with	   a	  ﬁve-­‐
year	   problem-­‐based	   learning	   curriculum.	   All	   doctors	   were	   working,	   or	   had	  
worked	   in	  hospitals	  within	  the	  UK	  NaMonal	  Health	  Service	  (NHS):	  junior	  doctors	  
in	   their	   ﬁrst	   two	   postgraduate	   years	   were	   undertaking	   a	   FoundaMon	  
Programme	  in	  medicine,	  surgery	  and	  general	   pracMce,	  and	  applying	  to	  surgical	  
training;	   surgical	   trainees	  were	   undergoing	   two	   years	  of	   core	  surgical	   training	  
and	   at	   least	   a	  further	   ﬁve	   years	   of	  specialist	   surgical	   training;	  consultant	   (fully	  
trained)	  surgeons	  were	  either	  currently	  pracMsing	  or	  reMred.	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Par;cipants
Fineen	  women	  were	  invited	  to	  parMcipate,	  comprising	  a	  purposive, 	  longitudinal	  
sample	   of	   the	   surgical	   training	   pathway	   represenMng	   aspiring,	   training,	   fully	  
qualiﬁed	   and	   reMred	   surgeons	   (Table	  1),	   including	   those	  who	   had	   undertaken	  
both	   direct	   and	   more	   indirect	   routes	   through	   surgical	   training.	   The	   sample	  
included	   parMcipants	  with	   and	  without	   families,	   those	   working	   less	   than	   full-­‐
Mme, 	   those	   who	   had	   taken	   Mme	   out	   for	   research	   or	   to	   have	   children,	   and	  
surgeons	   from	   diﬀerent	   sub-­‐specialMes. 	   More	   detailed	   backgrounds	   of	  
individual	  parMcipants	  have	  been	  withheld	  to	  ensure	  conﬁdenMality.
Pseudonym Grade Sample	  Group
Kate 1st	  year	  medical	  student Aspiring	  female	  surgeons:
ContemplaMng	  whether	  to	  
‘opt	  in’	  to	  a	  surgical	  career
ChrisMna 2nd	  year	  medical	  student
Michelle 3rd	  year	  medical	  student
Zaineb 4th	  year	  medical	  student
Indira 5th	  year	  medical	  student
Nadia 1st	  year	  postgraduate	  doctor
Laura 2nd	  year	  postgraduate	  doctor Surgical	  trainees:
Deciding	  whether	  to	  ‘opt	  
out’	  or	  conMnue	  training	  
in	  surgery
Emily Junior	  core	  surgical	  trainee
Anna Junior	  specialist	  surgical	  trainee
Sarisha Mid-­‐level	  specialist	  surgical	  
trainee
Leah Senior	  specialist	  surgical	  
trainee
Jane Junior	  consultant	  surgeon Fully	  qualiﬁed	  surgeons:
Succeeded	  or	  established	  
in	  a	  surgical	  career
Carolyn Consultant	  surgeon
Julie`e Senior	  consultant	  surgeon
Helen ReMred	  consultant	  surgeon
Table	  1	  -­‐	  ParMcipants	  by	  career	  grade
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Data	  collec;on	  
Semi-­‐structured	   individual	   interviews	  were	   conducted	   by	   EH	   at	   university 	  or	  
hospital	  sites.	  Interviews	  lasted	  a	  maximum	  of	  one	  hour,	  and	  were	  guided	  by	  a	  
discussion	   schedule	  derived	   from	   the	   literature	  and	   pilot	   interviews, 	  informed	  
by	   Figured	   Worlds.	   Interviews	   used	   open-­‐ended	   quesMons	   to	   encourage	  
parMcipants	   to	   reﬂect	   on	   their	   experiences,	   thoughts	   and	   opinions	   on	   their	  
career,	  as	  well	   as	  on	   surgery	  in	  general.	  QuesMons	  were	   designed	   to	   facilitate	  
exploraMon	  of	  professional	   idenMMes	  and	  important	  events, 	  for	  example, 	  “What	  
does	  being	  a	  surgeon	  mean	  to	  you?”	  and	  “Have	  there	  been	  any	  moments	  when	  
you	   felt	   you	   parMcularly	   belonged,	   or	   felt	   included	   in	   surgery?	   How	   about	  
moments	  when	  you	  felt	   you	  didn’t	  belong,	  or	  felt	   excluded?”	  EH,	  at	   the	  Mme	  a	  
senior	   medical	   student,	   and	   aspiring	   surgeon,	   conducted	   the	   interviews.	  
Interviews	  were	  audio	  recorded,	  transcribed	  verbaMm,	  and	  pseudonymised.	  
Analysis
Discourse	   analysis	   was	   undertaken,	   in	   accordance	   with	   Gee, 	   with	   a	   priori	  
themes	   drawn	   from	   the	   literature	   on	   women	   in	   surgery,	   coupled	  
with	   theoreMcal	   themes	   from	   Figured	   Worlds	   to	   act	   as	   sensiMsing	   concepts	  
(Holland	   et	   al.	  1998;	  Gee	  2005).	  Common	   themes	   arising	   from	   the	  data	  were	  
iniMally	  coded	   by	  EH,	  with	   transcripts	  read	   and	   re-­‐read	  by	   the	  enMre	  research	  
team	   to	   challenge	   previous	   interpretaMons	   of	   the	   data. 	   As	   new	   themes	  
emerged,	  the	  analysis	  was	  adapted	  in	  an	  iteraMve	  process. 	  To	  ensure	  analyMcal	  
rigour, 	   interview	   transcripts	   were	   coded	   separately,	   then	   collaboraMvely,	   to	  
highlight	  any	  diﬀerences	  and	   similariMes	  between	  interpretaMons.	  AddiMonally,	  
a	  sample	  of	  data	  was	  re-­‐coded	  by	  a	  researcher	  outside	  the	   research	   team	  and	  
compared	  to	  the	  analysis	  (Fairclough	  2001).
Reﬂexivity
Epistemologically, 	   this	   work	   acknowledges	   that	   data	   were	   co-­‐constructed	  
between	  the	   interviewer	  and	   interviewees. 	  Therefore,	  the	   research	   team	  were	  
cognisant	  not	  only	  of	  how	  the	  researcher	  posiMoned	  the	  parMcipant,	  but	  also	  of	  
how	  interviewees	   responded	  to	  and	   posiMoned	   the	  researcher.	   In	  response	   to	  
this,	  EH	  maintained	   reﬂexivity	  via	  a	  reﬂexive	  diary, 	  in	  which	   she	  recorded	  any	  
preconceived	   ideas	  about	   the	  data	  and	   topic.	   Throughout	   data	   collecMon	   and	  
analysis,	   she	   recorded	   further	   reﬂecMons	   with	   the	   potenMal	   to	   inﬂuence	  
analysis.	  The	  diary	  was	   regularly	  discussed	  within	   the	   research	   team.	  Further,	  
EH	   kept	   detailed	   records	   that	   focused	   speciﬁcally 	  on	   criMcal	   reﬂexivity	  of	   the	  
dataset,	   considering	   not	   simply	   whom	   the	   interviewee	   was	   answering	   or	  
addressing,	  but	  whom	   EH,	  as	   researcher,	  was	   answering	   and	   addressing,	   and	  
which	  shared	  discourses	  were	  drawn	  upon,	  by	  whom	  and	  with	  what	  result.
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Results
Compe8ng	  discourses	  of	  being	  a	  surgeon	  and	  being	  a	  woman
The	  female	  surgeons	  interviewed	  idenMﬁed	  very	  strongly	  as	  surgeons.	  Yet	  being	  
a	  surgeon	  and	  being	  a	  woman	  were	  compeMng	  components	  of	  their	   narraMves;	  
thus,	  when	   narraMng	  their	   idenMMes	  as	  surgeons,	  they	  always	   gave	  a	  parallel,	  
and	  onen	  unprompted,	  account	  of	  themselves	  as	  women.	  	  
Elspeth:	  “Do	  you	  think	  being	  a	  surgeon	  is	  a	  big	  part	  of	  who	  you	  are?
Helen:	  I	  suppose	  it,	  it	  has	  to	  be.	  I	  think	  it	  has	  to	  be	  because	  I,	  when	  I 	  trained,	  
when	  I	  qualiﬁed,	  we	  used	  to	  do	  eighty	   to	  a	  hundred	  hours	  a	  week, 	  we	  
did	  the	  one	  in	  two,	  one	  in	  three	  rotas	  [nights	  on	  call]...	  So	  I’ve	  worked	  
long	   hours	   and	   that, 	  that’s	   been	  me,	  you	   know.	  Erm,	   it’s	   been	   the	  
major	  part	  of	  my	   life.	  If	  you’re	  working	  seventy,	  eighty	  hours	  a	  week	  
for	   something,	  it	   is	   your	   life,	  you’re	  sleeping	  some	  of	   it,	  aren’t	   you?	  
Yes. 	  It	   doesn’t	   leave	  room	   for	   much	   else.	   I	  do	   think	   nowadays	   that	  
people	   have	   outside	   interests	   and	   other	   things	   and	   their	   job,	   their	  
medicine	  is	  a	   small	  part	   of	  their	   life,	  quite	  oAen,	  but	   it	   has	  been	  my	  
whole	  life. 	  I	  suppose	  I’ve	  given	  my	   life	  to	  it,	  really.	  I	  don’t	  know	  if	  you	  
want	   to	   hear	   about	   marriage	  and	   husbands	   and	   things	  but,	  as	   you	  
know,	  I’m	  not	  married, 	  I’ve	  not	  got	  a	  husband,	  I’ve	  not	   got	   children.	  
Erm,	  I	  haven’t	  sacriﬁced	  anything,	  I’ve	  never	   said	   to	  somebody,	  “No,	  
I’m	   not	   marrying	   you	   because	   I’m	   a	   surgeon.”	   The	   opportuni6es	  
haven’t	   come;	  there	  hasn’t	   been	  anybody	   I’ve	  wanted	   to	  marry.	  But	  
as	  a	  consequence	  of	  that	  I	  put	  my	  6me	  into	  my	  work...	  And	  even	  as	  a	  
consultant	   I	  would	  stay	   late	  at	  night	  and	   look	  at	  results	  and	  things...	  
Because	  it’s	  the	  way	   I’ve	  always	  done	  it.	  And	  I	  also	  put	   a	   lot	  of	  6me	  
into	  it, 	  a	   lot	  of	  extra	  6me	  into	  it. 	  So	  yes	  I	  am	  who	  I	  am	  because,	  you	  
know,	  I	  am	  a	  surgeon	  and	  that’s	  me.	  You	  can’t	  separate	  it	  from	  me.”
Helen,	  reMred	  consultant	  surgeon
Here,	  Helen	  discusses	  her	  dedicaMon	  to	  surgery	  and	  oﬀers	  an	  unbidden	  account	  
of	   the	   reasons	   she	  did	   not	  marry	   or	   have	  children.	   Her	   narraMve	   draws	   on	   a	  
discourse	   of	   surgeonhood	   as	   the	   core	   of	   a	   person;	   implicit	   is	   that	   being	   a	  
surgeon	   means	   there	   is	   li`le	   space	   for	   anything	   else.	   Her	   narraMve	  
demonstrates	  how	  directly	  the	  discourse	  of	  being	  a	  surgeon	  competes	  with	   the	  
discourse	   of	   being	   a	   woman,	   and	   the	   simultaneous	   but	   contradictory	  
requirement	   for	   female	   surgeons	   to	   be	   both.	   For	   women	   surgeons,	   without	  
direct	   juxtaposiMon	  of	   accounts	  of	   themselves	  as	  women, 	  it	  would	   sound	   as	  if	  
they	  had	  given	  up	  that	  part	   of	  themselves;	  to	  give	  an	   account	  of	  oneself	  solely	  
as	   a	   surgeon	   equated	   to	   an	   account	   of	   oneself	   as	   lacking	   as	   a	   woman,	  
parMcularly	   in	   terms	  of	   family	  life.	   In	   the	  next	   quotaMon,	  Sarisha	  prefaces	  her	  
strong	   idenMﬁcaMon	   as	   a	   surgeon	   with	   an	   account	   of	   her	   moMvaMon	   to	   fulﬁl	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female	   roles	   in	   family	   life	   –	   again	   demonstraMng	   that	   female	   surgeons	  must	  
answer	  to	  both	  these	  discourses.
“I	  want	   to	  be	  a	  good,	  you	  know,	  daughter,	  a	  good	  wife,	  a	  good	   sister,	  a	  
good	   surgeon...I	   don’t	   just	   see	   myself	   as	   a	   doctor,	   I	   see	   myself	   as	   a	  
surgeon... 	  I 	  wouldn’t	   say	   it’s	   the	  be	  all	   and	  end	   all	   but	   it’s	   pre@y	   much	  
ge=ng	  there...	  *laughter*...	  It’s	  almost	   everything.	  I	  couldn’t	   see	  myself	  
doing	  anything	   else.	  And	   if	   somebody	   told	  me	   I 	  couldn’t	   operate	  I’d	   be	  
truly	  gu@ed.”
Sarisha,	  mid-­‐level	  surgical	  trainee
The	  discursive	  compeMMon	  between	  being	  a	  surgeon	  and	  being	  female	  was	  also	  
apparent	  in	  the	  narraMves	  of	  the	  aspiring	  female	  surgeons.
“And	  obviously	  par6cularly	  from	  a	  female’s	  point	  of	  view,	  erm,	  you	  know,	  
a	  plan	  one	  day	  –	  ge=ng	  married,	  having	  children,	  having	  a	  family,	  but	   I	  
don’t	  see	  where	  that	  could	  ﬁt	  in.	  I	  have	  diﬃculty	  seeing	  where	  that	  could	  
ﬁt	   in	   sort	  of	  when	  I’m,	  you	  know,	  35	  and	  doing	  on-­‐calls	  and	   quite	  crazy	  
hours.”
Zaineb,	  4th	  year	  medical	  student
Kate,	   a	   ﬁrst	   year	   student,	   struggles	   to	   arMculate	   a	   criMque	   of	   the	   discourses	  
regarding	  women	  in	   surgery.	  Importantly,	  she	  acknowledges	   that	  women	  who	  
“don’t	   want	   a	  family”	  are	   seen	   as	  “really	  weird”,	  and	  implicitly,	  that	   there	  are	  
diﬀering	   expectaMons	   of	   female	   surgeons	   when	   compared	   to	   their	   male	  
counterparts. 	  Even	  at	   her	  early	  stage	  in	  medical	  school,	  and	  despite	  her	  strong	  
interest	   in	  surgery,	  Kate	  has	  formulated	  an	  understanding	  that	  being	  a	  surgeon	  
and	  being	  a	  woman	  are	  diﬃcult	  to	  combine,	  if	  not	  at	  odds.
“…the	  stereotype	   of	   all	   the…	  women	   that	   are	   surgeons…	   they’re	   really	  
hard	   women…	   people	   think	   that	   women	   that	   don’t	   want	   a	   family	   or	  
children	  straightaway	  are	  kind	  of	  really	  weird, 	  erm…	  like,	  because	  no-­‐one	  
looks	  at	  a	  male	  surgeon	  as,	  like,	  “Oh,	  I	  wonder	  if	  they’ve	  had	  a	  family	  or	  
not.””
Kate,	  1st	  year	  medical	  student
Irreconcilable	  discourses	  of	  being	  a	  surgeon	  and	  being	  a	  good	  mother
Central	   to	   the	  discourse	  of	  surgeonhood	   was	  complete	   dedicaMon	   to	   the	   role,	  
most	   notably	   in	   terms	  of	   Mme	   –	   working	   “full	   Mme”,	  “doing	  all	   the	   on	   call”.	  
DedicaMon	  was	   also	   important	   in	   the	   discourse	   of	   motherhood,	   for	   example	  
“being	   there	   for	   bedMme”.	   A`empMng	   to	   operate	   within	   these	   compeMng	  
discourses, 	  Jane	  arMculates	  that	  the	  roles	  are	  “kind	  of	  mutually	  exclusive”;	  there	  
is	  very	  li`le	  space,	  in	  both	  discursive	  and	  pracMcal	  terms,	  to	  be	  a	  good	  surgeon	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and	  a	  good	  mother.	  To	  compromise	  on	  either	  was	  tantamount	  to	  failure	  in	   the	  
role:	   Carolyn	   contemplates	   compromising	   the	   “respect”	   of	   her	   colleagues	   by	  
working	  part-­‐Mme,	  while	  Jane	  discusses	  feeling	  “guilt”	  as	  a	  mother	  by	  working	  
full-­‐Mme.
“...there	  are	  s6ll	  men	  in	  my	   peer	  group	  who	  will	  never	   respect	  a	   female	  
surgeon	  unless	  she’s	   full	  6me,	  doing	  all	   the	  on	  call,	  not	  going	  oﬀ	  to	  see	  
the	   kids	   in	   the	   Christmas	   play,	   you	   know,	   unless	   she’s	   a	   fully-­‐ﬂedged	  
bloke.	   There’s	   a	   man	   in	   my	   department	   who	   said,	   “Carolyn, 	   I’ll	   never	  
respect	   you	  because	  you	  didn’t	   do	   it	   the	  way	   we	   did	   it.”...	  and	   it’s	  not	  
very	  long	  ago	  that	  he	  said	  that	  either.“
Carolyn,	  consultant	  surgeon
Here,	  Carolyn	   is	   deﬁant	   in	   her	   tone,	   recognising	   the	   injusMce	   inherent	   in	   the	  
discursive	   compeMMon	   between	   being	  a	   surgeon	   and	   being	   a	  woman.	  Worse	  
than	  embodying	  opposing	  discourses	  as	  a	  female	  surgeon,	  being	  a	  mother	  and	  a	  
surgeon	  require	  enacMng	  mutually	  exclusive	  discourses,	  leading	  to	   compeMMon	  
for	   a	   female	   surgeon’s	   Mme	   and	   a`enMon	   in	   a	   very	   real	   sense.	   Jane,	   like	  
Carolyn,	   recognises	   and	   resists	   the	   compeMng	   and	   unjust	   nature	   of	   the	  
expectaMons	  of	  her	  as	  a	  surgeon	  and	  as	  mother;	  indeed	  she	  contrasts	  this	  with	  
expectaMons	  of	  working	  fathers.
“I	  don’t	   think	  many	   fathers	  are	  at	   home	  stressing	  that	  they’re	  really	  bad	  
at	  work	  because	  they’re…	  fathers.	  I	  think	  it’s	  more,	  it	  is	  more	  of	  a	  woman	  
thing	   and	   I	   think,	   a	   mum	   thing...	   And	   a	   lot	   of	   women	   feel	   very	   guilty	  
about	   things	   all	   the	   6me	   which, 	   usually	   unnecessarily, 	   you	   have	   to	  
say…	  So	  you’ve	  just	  got	  to	  get	  rid	  of	  that	  whole	  guilt	  thing	  as	  well. 	  That’s	  
how	  it	  works	  for	  me.	  I	  think	  quite	  a	  few	  people	  have	  said	  that	  they	  do	  feel	  
guilty	   when	   they’re	  at	   work	  or	   if	   they’re	  working	   late	  at	   work, 	  which	   I	  
thought	  was	  interes6ng.	  I’m	  sure	  most	  do	  actually…”
Jane,	  junior	  consultant	  surgeon
Hence,	   both	   Carolyn	   and	   Jane	   recognise	   the	   injusMce	   that,	   discursively,	   a	  
woman	   cannot	   be	   a	   good	   mother	   if	   she	   is	   a	   surgeon.	   Although	   Jane	   and	  
Carolyn’s	   resistance	   oﬀers	   a	   challenge	   to	   discourses	   of	   being	   a	   surgeon	   and	  
being	  a	  woman,	  their	   narraMves	  sMll	   operate	  within	   these	   discourses.	   Indeed,	  
Jane	  cannot	  maintain	  her	  stance	  of	  resistance;	  the	  compeMMon	  between	   these	  
discourses	  inﬂuences	  the	  way	  she	  feels	  about	  herself	  as	  a	  mother.
“…I	  mean	  there	  has	  been	  the	  odd	  6me	  when...	  when	  have	  I	  felt	  bad?	  Erm,	  
some6mes	   you	   can	   have	   just	   a	   really	   busy	   week	  and	   it’s	   just, 	  erm,	  for	  
example,	   I	  don’t	   go	  away	  much	  now	  with	   work.	  I, 	  I	   just	   try	   not	   to	  do	  it	  
and	  I	  don’t	  have	  to	  do	  it	  but,	  erm,	  a	  couple	  of	  weeks	  ago	  I 	  went	  away	  and	  
CHAPTER 6
106
I	  stayed	  overnight	  and	  I	  really	   don’t	  like	  doing	   that	  because	  I	  feel,	  erm,	  I	  
feel...	  I	  like	  to	  be	  there	  at	   bed6me,	  I	  like	  to	  be	  there	  when	  they	   wake	  up	  
so	  I	  felt	  a	  bit	   bad	  about	   that,	  erm,	  not	  bad	  enough	  not	  to	  do	  it	  because	  I	  
do	  it	  about	  once	  every,	  oh	  God,	  probably	  not	  even	  once	  a	  year.	  So	  no	  it’s	  
not	  a	  frequent	  thing.	  I	  think	  mothers	  who	  are	  away	  from	  home	  as	  part	  of	  
their	  work	  would,	  that	  would	  be	  a	  really	  big	  issue.	  Hmm.	  I 	  mean,	  I’m,	  I’m	  
home	   for...	   I 	  put	   the	   kids	   to	   bed	   most	   nights,	   pre@y	   much	   every	   night	  
really...”
Jane,	  junior	  consultant	  surgeon
Posi;oned	  by	  others
As	  well	  as	  negoMaMng	  a	  posiMon	  for	   themselves	  within	  these	  discourses,	  female	  
surgeons	  were	  aware	   of	   how	   they	  were	  posiMoned	   by	  others	   –	  parMcularly	   in	  
terms	  of	  the	  expectaMons	  placed	  on	  them	  as	  a	  surgeon	  and	  as	  a	  woman,	  both	  
by	   those	  within	   surgery	   and	  those	  without.	  Here,	  Jane	   discusses	  how	  being	  a	  
surgeon	   had	   been	   met	   with	   surprise	  both	   from	   paMents	   at	   work,	   due	   to	   her	  
gender, 	  and	  from	  other	  mothers	  outside	  work,	  due	  to	  her	  career.	  Notably,	  such	  
occurrences	   caused	   her	   to	   reﬂect	   on	   how,	   as	   a	   ‘female	   surgeon’,	   she	   ﬁ`ed	  
neither	   the	   ﬁgured	   world	   of	   surgery	  nor	   the	  ﬁgured	  world	  of	  the	  middle-­‐class	  
mother.	  
“I	  mean,	  I’ve	  had	  over	   the	  years	   [pa6ents]	  come	   in	  and	   say	   to	  me,	  “Oh	  
you’re	  not,	  you’re	  not	  what	   I	  expected,”	  or, 	  “You’re	  not…	  you	  don’t	   look	  
like	  a	  surgeon,”... 	  So	  they,	  people	  do	  have	  a	  percep6on…	  and	  it	   is	  to	  do	  
with	  gender…
...I 	  s6ll	   now	  will	   go	   out	   and,	  again,	  not	   talk	   to	   anyone	  and	   they’ll	   say,	  
“What	  do	  you	  do?”	  and	  you	  tell	  them	  and	  you	  s6ll	  get	  a	  moment	  of, 	  “Oh	  
my	  God!”...	  say	  I’m	  out	  with	  my	   kids	  on	  what	  I	  call	  my	  mummy	  days	  so	   I	  
wear	   my	   jeans	   looking	   like	   any	   other	   mum	   and,	  erm,	   I	   think	  aAer,	  you	  
know,	  especially	   amongst	   the	   school	   mums	   there’s…	   a	   percep6on	   that	  
you	  don’t	  work	  at	  all	  so	  that	  when	  you	  say	  you,	  you	  do	  work	  and	  they	  ask	  
you	   what	   you	   do,	   then	   I,	   I 	   suppose	   it’s	   completely	   not	   what	   they’re	  
expec6ng	  so	  there’s	  this	  element	  of	  surprise.”
Jane,	  junior	  consultant	  surgeon
Female	  surgeons	  were	  also	   posiMoned	   by	  their	   colleagues	  within	   the	  world	   of	  
surgery:	  Leah	  describes	  how	  senior	   doctors	  had	   repeatedly	  a`empted	   to	  steer	  
her	   out	   of	   surgery,	   explicitly 	   explaining	   that	   she	   did	   not	   ﬁt	   with	   their	  
understanding	  of	  a	  surgeon.	  
“Seniors...	  they	   didn’t	  see	  me	  in	   surgery	   because	  they	  felt	   that	   I 	  was	  too	  
sociable	  a	  person, 	  you	  know,	  and	  not	  driven	  enough…	  they	  could	  see	  me,	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you	  know,	  being	  a	  GP	  [general	  prac66oner]	  or	  an	  anaesthe6st…	  so	  there	  
were	  a	  few	  6mes	  people	  said	  things	  like	  that	  but	  nobody	  ever	  speciﬁcally	  
said	   don’t	  do	  it, 	  you	   know... 	  I	   think	  that’s	  what	   people	  probably	   saw	   in	  
me	  as	  well, 	  was	  that	  actually	  I	  like	  to	  go	  home	  at	   the	  end	  of	  the	  day	  and	  
switch	   oﬀ, 	  you	   know	   I	  have	  my	   hobbies	  that	   I	  do	   and	   I	  go	   out	   and	  do	  
them.	   And	   I	   think	   probably	   that’s	   what	   people	   recognised	   in	   me,	   you	  
know,	   that	   maybe	   they	   didn’t	   think	   that	   I 	  had	   the	  mo6va6on	   to	   then	  
start	  studying	  when	  I	  needed	  to.”
Leah,	  senior	  surgical	  trainee
Leah’s	  narraMve	  illustrates	  how	  the	  strength	  of	  the	  discourse	  of	  a	  surgeon,	  and	  
the	  more	  powerful	  status	  of	  those	  who	  ﬁt	  it,	  act	  to	  render	  such	  intervenMons	  by	  
seniors	  more	  or	  less	  acceptable	  as	  ‘careers	  advice’;	  though	  Leah	  feels	  a	  sense	  of	  
injusMce	   at	   the	   intervenMons,	   she	   understands	   clearly 	   why	   they	   occurred.	  
However,	  some	  posiMoning	  by	  seniors	  was	  parMcularly	  unacceptable.	  
“...people	   go	   for	   a	   drink	   aAer	   work...	   and	   there	   would	   be	   a	   couple	  of	  
consultants	  there…	  but	  I	  remember	  going	  in	  one	  6me, 	  my	  consultant	  was	  
si=ng	  at	   the	  bar	  with	  his	  double	  gin	  and	   tonic	  and	  his	  fawning	  registrar	  
and	  a	  couple	  of... 	  you	  know,	  other	  people	  round.	  And	  I	  rushed	  along	  and	  I	  
was,	  you	  know,	  a	  nice	  pencil	  skirt	  and	  I 	  was... 	  because	  like, 	  erm,	  I	  had	  just	  
passed	  FRCS	  [Fellowship	  exam	  of	  The	  Royal	  College	  of	  Surgeons]	  so	  I	  was	  
in	  my	   jacket	   rather	   than	  a	  white	  coat,	  you	  know.	  So	  a	  nice	  silk 	  shirt,	  and	  
as	  I	  rushed	  in,	  you	  know,	  with	  my,	  you	  know,	  really	   nice,	  really	  like	  crisp	  
kind	  of... 	  and	  he	  just	   stared	   at	  my,	  my	   chest	   and	  said,	  er,	  “Oh	   cold	  out	  
there,	   is	  it?”	   I	   just	   thought, 	  that’s	  my	   boss	  and	   he	  can’t	   even	   hold	   it	   in,	  
you	   know.	   And	   he,	   he... 	   just,	   you	   know,	   and	   I’m	   s6ll	   referring	   him	  
pa6ents;	  he’s	  s6ll	  in	  the	  same	  neck	  of	  the	  woods.”
Julie`e,	  senior	  consultant	  surgeon
Here	  Julie`e’s	  narraMve	  describes	  another	  account	  of	  the	  exercise	  of	  power	  by	  
seniors	   in	   the	   ﬁgured	   world	   of	   surgery.	  Her	   increased	   legiMmacy	   in	   surgery,	  
conferred	  by	  success	   in	  the	  fellowship	  exam,	   is	   undermined	   by	  her	   male	   boss	  
who	   reposiMons	   her	   as	   inferior	   by	   drawing	   a`enMon	   to	   her	   gender.	   Some,	  
notably	   the	   most	   senior	   surgeons, 	   had	   had	   such	   terrible	   experiences	   that,	  
though	  they	  were	  long	  past	  and	  rarely	  discussed,	  conMnued	  to	  be	  an	  important	  
part	   of	   their	   idenMMes.	   Yet	   these	   formaMve	   negaMve	   experiences	  were	   onen	  
carried	  as	  mantles	  and	  drawn	  on	  as	  a	  source	  of	  strength,	  becoming	  reﬁgured	  –	  
changing	   in	   their	   meaning	   over	   Mme	   as	   these	   women’s	   understanding	   of	  
themselves	  and	   their	   lives	  changed. 	  They	  became	  part	  of	   their	   narrated	   selves	  
in	   a	   dialogic	   sense	  –	   dialogically	   opposed	   but	  mutually	   sustaining	  –	   providing	  
the	  negaMve	  from	  which	  they	  constructed	  the	  relief	  of	  their	  own	  pracMce.	  Here,	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Jane	  narrates	  how	  she	  has	  developed	  her	  own	  way	  to	  mentor	   trainees	  borne	  of	  
negaMve	  experiences	  during	  her	  training.
“I	  tend	  to	  be	  around	  quite	  a	  lot	  so	  I 	  see	  the	  trainees	  quite	  a	   lot,	  erm,	  and	  
I’d	  like	  to	  think	  I’m	  quite	  easy	   to	  talk	  to	  or	  approach.	  I,	  I 	  would	  hope	  I’m	  
quite	  approachable	  and	   if	   they	  had	  a	   problem	   they	  would	   feel	   it’s	  okay	  
to,	  to	  come	  and	  talk	  to	  me…	  and	  not,	  you	  know.	  Again, 	  I’ve	  worked	  with	  
people	  who...	  when	  I	  was	  a	   trainee	  who,	  you	   know,	  er,	  seemed	   to	  have	  
this	   kind	   of,	   erm,	   fear	   thing	   going	   on	   –	   you	   know,	   everyone	   was	  
absolutely	   petriﬁed	  of	  them	  or	   they	  would	   never	  approach	   them	  or,	  you	  
know…”
Jane,	  junior	  consultant	  surgeon
Rather	   than	   drawing	   on	   the	   previously	   dominant	   training	   discourse	   of	  
detachment,	   seniority	   and	   paternalism,	   Jane	   a`empts	   to	   build	   more	  
collaboraMve	  relaMonships.	  
Iden8ty	  work	  as	  a	  female	  surgeon
Cloak	  of	  invisibility
Some	  women	   consciously	  undertook	   ‘idenMty	  work’	   in	   order	   to	   ‘hide’	   certain	  
parts	  of	   themselves	   in	  order	   to	   have	  legiMmacy	  within	   surgery.	  Leah	  does	  not	  
discuss	   her	   children	   at	   work,	   because	   of	   the	   threat	   she	   feels	   that	   being	  
posiMoned	   as	  a	  mother	   and	  a	   woman	   in	   that	   context	   would	   compromise	  her	  
posiMon	  within	  the	  ﬁgured	  world	  of	  surgery.
Leah:	  	   “I	   think	   the	   diﬀerence	   is	   not	   so	   much	   being	   a	   female,	   it’s	   having	  
kids…	  Very,	  very	  much	  so,	  because	  before	  I	  had	  my	   baby	   I	  wouldn’t	  have	  
said	   there	  was	  any	   diﬀerence	  at	  all...	  When	  you’re	  going	  for	   consultant	  
jobs	  they	  do	  look	  at	  you	  as	  if	  to	  say,	  “You’re	  just	  going	  to	  have	  babies	  and	  
go	  and	  work	  part-­‐6me",	  you	  know,	  this	  sort	  of	  thing.	  But	  aAer	  having	  my	  
kid,	  you	   see	   it	  more	   and	   more,	   that	   people	   do	   think...	   you	   know,	   that	  
you’re	  going	  to	  disappear	  oﬀ	  and	  do	  the	  childcare	  run	  and	  things.
Elspeth:	  	  Even	  though	  you’ve	  been	  working	  full-­‐6me?
Leah:	  	   Oh	  yeah, 	  yeah.	  And	  you	  do,	  you	   very,	  very	   consciously	  don’t	   talk	  about	  
your	   kid	   at	   work.	  …if	   we	   were	   doing	   something	   that	   was	   a	   bit	   more	  
accep6ng	   of	  women	   having	   kids,	   then	   it	   would	  be	  diﬀerent, 	  but,	  erm,	  I	  
very	   consciously	   don’t	   talk	   about	   my	   kid,	   very	   consciously.	   If	   I’ve	   got	  
issues	  with	  childcare	  I	  sort	   it	  with	  my	  husband	  and	  don’t	  bring	  it	  to	  work.	  
So,	  erm,	  no	  I 	  don’t	  think	  there’s	  any	   bias	  to	  work,	  but	  women	  who	  want	  
to	  have	  kids?	  Yes.
Elspeth:	  	  And	  will	  you	  deal	  with	  it	  by	  consciously	  just	  not,	  erm…?
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Leah:	  	   You	  become	  a	  man	   in	  a	  man’s	  world,	  deﬁnitely	   that	  way,	  yeah,	  which	   is	  
weird	  and	   I 	  100%	  wouldn’t	   have	  said	   that	   at	  all	  before	  having	  kids	  but,	  
erm,	  yeah	  that’s,	  that’s	  the	  big	  diﬀerence,	  deﬁnitely.”
Leah,	  senior	  surgical	  trainee
For	   Leah,	   having	   children	   made	   distancing	   herself	   at	   work	   from	   feminine	  
discourses	  much	  more	  diﬃcult	  and, 	  simultaneously, 	  imperaMve.	  She	  overcame	  
this	  by	  not	  talking	  about	  her	  child	  in	  a	  work	  context,	  and	  hiding	  her	  idenMty	  as	  a	  
mother	   under	   a	  ‘cloak	  of	   invisibility’.	  However,	  this	  was	   not	   the	  only	   form	  of	  
idenMty	  work	  undertaken	  by	  female	  surgeons.
Reﬁguring	  the	  good	  surgeon
Female	   surgeons	   also	   creaMvely	  reﬁgured	   what	   it	   was	   to	   be	   a	  good	   surgeon.	  
Sarisha’s	  reﬁguring	  extends	  the	  discursive	  ideal	  of	  a	  surgeon	  to	   include	  aspects	  
that	   she	  feels	  female	  surgeons	  can	  oﬀer	  over	   their	  male	  counterparts. 	  Notably	  
she	  can	  make	  no	   concession	  to	   inferiority	  in	  dialogue	  with	   the	  discourse	  of	  the	  
male	   surgeon;	   female	   surgeons	   are	   sMll	   “doing	   the	   same	   thing”	   as	   male	  
surgeons,	   but	   with	   added	   extras.	   This	   conveys	   legiMmacy	   to	   the	   discursive	  
reﬁguring,	   being	   ﬁrmly	  rooted	   in	   the	   exisMng	  masculine	  discourse	   of	   an	   ideal	  
surgeon.	  
“I	   think	   women	   are	   good	   surgeons.	   I	   think	   a	   lot	   of	   us	   pay	   a	   lot	   of	  
a@en6on	  to	  detail	   and	   I	  think	  it’s	   really	   important.	  I	  think	  we	  have	  a	  lot	  
to	  oﬀer	  in	  the	  way	  that	  we	  interact	  with	  pa6ents, 	  you	  know,	  erm,	  in	  what	  
we	  can	  oﬀer	  skill	  wise.	  I	  think	  it’s,	  it’s	  diﬀerent.”
Sarisha,	  mid-­‐level	  surgical	  trainee
Emily	  draws	  on	  the	  ﬁgure	  of	  a	  male	  supervisor	  who,	  for	  her,	  combined	   success	  
in	  surgery	  with	  empathy	  for	  paMents	  and	  surgeon	  colleagues.	  
“...my	  supervisor…	  was	  just	  an	  absolute	  gem;	  he’s	  such	  a	  lovely	  man.	  And	  
I	   think	   he’s	   not	   just	   lovely	   with	   the	   pa6ents, 	  he’s	   really	   interested	   in	  
training	  as	  well.	  Erm,	  so	   I	  guess	  he	   inspired	  me	  a	   lot	   to	  do	   surgery	   and	  
also	   probably	   dispelled	   the	   no6on	   for	   me	   that,	   to	   be	   a	   surgeon…	   you	  
have	  to	  be,	  you	  know,	  a	  not	   very	   nice	  person,	  but	  you	  can	  actually	   be	  a	  
nice	  bloke	  or	   a	   nice,	  you	   know,	  a	  nice	  person, 	  be	  empathe6c	  with	   your	  
pa6ents	  and	  s6ll	  get	  ahead…”
Emily,	  junior	  surgical	  trainee
She	   uses	   the	   ﬁgure	   of	   her	   supervisor	   to	   arMculate	   her	   own	   idenMty,	   which,	  
again,	   exists	   dialogically	   with	   that	   of	   the	   male	   surgeon,	   whose	   idenMty	   is	  
extended	  to	  include	  more	  feminine	  prioriMes.
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World-­‐making
Rather	   than	   aligning	   with	   or	   rejecMng	   exisMng	   discourses,	   some	   women	  
orchestrated	  discourses	  to	  try	  to	  arMculate	  a	  totally	  new	  discursive	  space	  to	  be	  
a	   surgeon	   and	   female,	   acMvely	   posiMoning	   themselves	   (rather	   than	   passively	  
being	   posiMoned)	   within	   new	   spaces	   in	   which	   their	   previously 	   conﬂicMng	  
idenMMes	   could	   co-­‐exist.	  The	   gendered	   nature	  of	   surgical	   idenMty	  meant	   that	  
women	  were	  always	  posiMoned	  as	  ‘other’	  within	  the	  surgical	  world, 	  speciﬁcally	  
as	  a	  “female	  surgeon”	  or	  “woman	  surgeon”.	  Emily	  arMculated	  how	  liberaMng	  it	  
might	  be	  to	  simply	  be	  seen	  as	  a	  “surgeon”.
“I	  hope	  it	  will	  get	  to	  a	  point	  where,	  that,	  you	  know,	  people	  don’t	  see	  you	  
as	  a	  woman	   surgeon;	  they	   just	   see	  you	   as	  a	   surgeon.	  But	   I	  think	  at	   the	  
moment	  people	  would	  s6ll	  see	  you	  as	  a	  woman	  surgeon...	  If	   that	  makes	  
sense.	  I	  hope	  it	  just	  gets	  to	  the	  point	  where	  it	  doesn’t	  ma@er	  that	  you	  are	  
a	   woman,	   that	   you	   are	   just	   seen	   for	   being	   a	   surgeon	   and	   that’s	   no	  
diﬀerent	  from	  being	  a	  male	  surgeon…	  that	  people	  will,	  erm,	  sort	  of	  be,	  er,	  
judged	  or	   be	   looked	   at	   for	   their	   surgical	   skill	   rather	   than	   their	   gender.	  
That’s,	  that’s	  the	  dream!	  *Laughter*.”
Emily,	  junior	  surgical	  trainee
Though	  she	  is	  unable	  to	  describe	  its	  detail, 	  Emily	  imagines	  an	  alternaMve	  ﬁgured	  
world,	   where	   she	   is	   judged	   purely	  on	   her	   ability 	   to	   do	   the	   job	   without	   her	  
gender	  colouring	  the	  way	  she	  is	  seen.	  Jane	  takes	  this	  imagined	  world	  further	   to	  
arMculate	   her	   own	   act	   of	   ‘world-­‐making’	   –	   the	   creaMve	   orchestraMon	   of	  
discourses	   to	   transform	  the	   exisMng	   ﬁgured	   world	   of	   surgery	  –	   by	  discussing	  
how	  the	  similariMes	  between	  motherhood	  and	  surgeonhood	  worked	  in	  pracMce.	  
“I	  actually	   think	  having	   kids…	  it’s,	  kind	   of,	  similar	   to	   having	   pa6ents	   in	  
some	  ways…	  The	  way	  you,	  you	  look	  aAer	  your,	  your	   family,	  the	  way	  you	  
organise	   things, 	  your	   priori6es,	  is	   the	   same	  as	  when	   I’m	   at	   work...	   i.e.	  
when	  I’m	  at	  home	  the	  thing	  that	  really	  ma@ers	  is	  my	  children	  and	  when	  
I’m	  at	  work... 	  your	  priority	   is,	  is,	  is	  your	  pa6ents.	  So	   it’s	  a	  similar	   kind	  of	  
mindset	  and	  the	  skills	  you	  need	  as	  a,	  as	  a,	  as	  a	  mum	  are	  quite...	  there’s	  
quite	  a	   lot	  of	   crossover	   to,	  to	   being	  a	   surgeon	  –	  being	  able	  to	  organise,	  
being	   able	   to,	   to	   delegate,	   erm,	   making	   decisions,	   ge=ng	   up	   in	   the	  
middle	  of	   the	  night,	  having	   a	   lot	   of	  energy.	  All	   those	   things	   are	  quite...	  
you	  know,	  there	  is,	  there	  is	  a	  bit	  of	  overlap	  there	  between	  the	  two.”
Jane,	  junior	  consultant	  surgeon
Jane	   creaMvely	   aligns	   the	   skill-­‐sets	   of	   mother	   and	   surgeon	   in	   a	   mutually	  
strengthening	   way, 	   rather	   than	   in	   opposiMon,	   posiMoning	   herself	   more	  
posiMvely	  within	   the	  exisMng	  discourses	  and	   at	   the	   same	   Mme	   creaMng	  a	   new	  
discursive	   space.	   World-­‐making	   is	   a	   discursively	   powerful	   phenomenon,	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enabling	   these	   women	   to	   re-­‐narrate	   their	   feminine	   and	   surgical	   idenMMes	   as	  
mutually	   compaMble,	   building	   upon	   each	   other	   in	   a	   complementary	   and	  
strengthening	  way.
Discussion	  
Discourses	   of	  being	  a	  surgeon	  competed	  with	   discourses	  of	  being	  female.	  The	  
female	  surgeons	  ﬁgured	  surgery	  as	  a	  career	  requiring	  100%	  dedicaMon,	  as	  they	  
did	  motherhood,	  though	   the	   requirements	  of	  these	  two	  worlds	  were	   seen	   as	  
diﬀering.	  Consequently	  these	  roles	  were	  not	  discursively	  compaMble,	  and	   each	  
parMcipant	  told	  of	  experiences	  where	  their	   female	  gender	  marked	  them	  out	  as	  
‘other’	   within	   the	   surgical	   world.	   Some	   had	   had	   powerfully	   negaMve,	   even	  
traumaMc,	  experiences,	  yet	  had	  reﬁgured	  these	  and	  drew	  upon	  them	  as	  sources	  
of	  strength, 	  discursively	  creaMng	  a	  posiMon	   for	  themselves	   far	   away	  from	  what	  
had	   hurt	   them.	   Women	   described	   the	   masculinity	   expected	   of	   them	   as	   a	  
surgeon,	   and	   the	   ways	   in	   which	   this	  was	   experienced	   and	   negoMated	   to	   be	  
legiMmate	  in	  the	  surgical	  world	  as	  a	  ‘woman-­‐surgeon’.	  They	  also	  found	  creaMve	  
ways	  to	  feminise	  what	  it	  was	  to	  be	  a	  ‘good	  surgeon’, 	  discursively	  moving	  it	  away	  
from	  the	  tradiMonally	  masculine	  archetype	  to	  arMculate	  how	  women	  in	  general,	  
and	   feminine	   qualiMes	   in	   parMcular,	  enhanced	   surgery.	   Finally, 	  some	   women	  
engaged	   in	   powerful	   idenMty	   work,	   termed	   world-­‐making	   –	   the	   creaMve	  
orchestraMon	  of	  the	  discourses	  of	  surgeonhood	  and	  motherhood	  so	   they	  were	  
no	  longer	  mutually	  exclusive,	  but	  instead	  became	  mutually	  sustaining.
Most	   research	   in	   the	   area	   of	   women	   in	   surgery	   has	   focused	   on	   barriers	   to	  
parMcipaMon.	  Here,	  we	  have	  considered	  the	  issue	  from	  the	  perspecMve	  of	  those	  
who	  do	  undertake	  a	  surgical	  career.	  We	  have	  demonstrated	  how	  women	  draw	  
on	   gendered	   experiences	  of	   surgery	   to	   self-­‐author	   their	   idenMty	  as	   surgeons,	  
and,	   importantly, 	  how	   such	   experiences	  may	   be	   reﬁgured	   to	   further	   support	  
their	   self-­‐narraMon	   as	   a	   woman	   in	   surgery.	   This	   further	   builds	   on	  
anthropological	  studies	  that	   explored	   the	  masculine	  culture	  of	  surgery	  (Cassell	  
2000).	   Indeed, 	   the	   very	   Mtle	   of	   Cassell’s	   seminal	   work	   ‘The	   Woman	   in	   a	  
Surgeon’s	   Body’	   indicates	  the	  masculine	   nature	   of	   surgery,	   its	  mismatch	   with	  
womanhood	   and	   the	   discursive	   discomfort	   in	   female	   surgeons’	   narraMves	   of	  
occupying	  this	  role	  as	  a	  woman.
Although	   tensions	   existed	   between	   being	   female	   and	   a	   surgeon	   in	   these	  
narraMves,	   the	   greatest	   incompaMbility	   pertained	   to	   combining	   motherhood	  
and	  surgery. 	  This	  adds	  to	  demographic	  work	  showing	  female	  surgeons	  are	  less	  
likely	   to	  have	  children	   (Halperin	  et	   al.	  2010).	  The	   incompaMbility	  was	  not	   only	  
manifest	   in	   cultural	   or	   idenMty	  terms,	  but	   also	   in	  pracMcal	   terms	  of	  Mme:	  with	  
‘presentee-­‐ism’	  discursively	   integral	   to	   showing	  dedicaMon	   to	   these	   two	   roles	  
compounded	  by	  the	  discursive	   impossibility	  of	  doing	  both	  things	  at	  once,	  self-­‐
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idenMfying	   as	   a	   good	   surgeon	   (by	  puung	   in	   the	   extra	   hours)	   and	   as	   a	   good	  
mother	   (by	  reliable	   a`endance	  at	   bedMme)	  was	   extremely	  challenging.	   In	   the	  
ﬁgured	  world	  of	  surgery	  the	  compeMng	  discourse	  of	  eﬃciency	  and	  of	  each	  team	  
member	   giving	   their	   all	   outweighed	   the	  more	  feminine	   ‘caring’	  contribuMons,	  
that	   women	   could	   bring	   to	   surgical	   pracMce.	   A	   recent	   paper	   considered	   this	  
discursive	   conﬂict	   between	   the	  masculine	   ‘eﬃciency’	  and	   the	   feminine	   ‘care’	  
within	  medicine	  in	  general,	  concluding	  that, 	  as	  both	  are	  undoubtedly	  important,	  
they	   should	   not	   be	   considered	   in	   opposiMon	   (Bleakley	   2013).	   While	   one	  
discourse	  is	  ranged	  against	  the	  other	   (and	  winning)	  women	  having	  children	  will	  
conMnue	  to	  be	  ﬁgured	  as	  an	  obstacle	  in	  the	  surgical	  world.
Although	   Figured	   Worlds	   has	   not	   been	   widely	   employed	   in	   the	   medical	  
educaMon	  domain,	  women	  have	  been	  found	  to	  undertake	  similar	  ‘idenMty	  work’	  
in	  mathemaMcs	  (Solomon	  et	   al.	  2011;	  Solomon	   2012).	  Female	  mathemaMcians	  
undertook	   world-­‐making	   through	   collaboraMon,	   subverMng	   the	   tradiMonally	  
independent	   pracMce	   of	   mathemaMcs,	   and, 	   in	   doing	   so,	   they	   self-­‐authored	  
strong	   idenMMes	  as	  mathemaMcians	  which	   did	   not	   exclude	   being	   female.	  Our	  
analysis,	  therefore,	  has	  implicaMons	  beyond	  how	  women	  form	  their	   idenMMes	  in	  
the	  masculine	  domain	  of	  surgery;	  by	  employing	  a	  novel	  theoreMcal	  analysis	  we	  
have	   learned	   something	   of	   experience	   and	   idenMty	   formaMon	   of	   minoriMes	  
operaMng	   within	   a	   prevailing	   discourse	   that	   excludes	   a	   major	   part	   of	   their	  
idenMMes.	  If	  we	  understand	  how	  a	  subset	  from	  within	  a	  minority	  group	  survive,	  
develop	   and	   ﬂourish	   within	   a	   culture	   in	   which	   they	   are	   disprivileged	   and	  
‘othered’	  then,	  by	  making	  explicit	  the	  ways	  in	  which	  they	  do	  this, 	  we	  can	  herald	  
innovaMve	   ways	   to	   support	   others	   in	   these	   groups	   to	   succeed	   in	   domains	  
previously	  ‘out	  of	  bounds’	  to	  them.
In	   our	   purposive	   sample,	  we	   recruited	   ﬁneen	   parMcipants	  who	   all	   studied	   or	  
worked	   in	   the	   UK. 	  A	  signiﬁcant	   strength	   of	   this	   approach	  was	   the	   capture	   of	  
narraMves	   of	  women	   from	   a	  variety	  of	   backgrounds	   and	   training	  grades,	   and	  
also	   their	   reﬂecMons	  on	   past	   and	   future	  Mmes.	  The	   data,	  however,	  can	  make	  
only	   limited	   claims	   to	   generalisability	   in	   terms	   of	   parMcipants’	  experiences	   of	  
surgery.	   There	   may	   have	   been	   factors	   speciﬁc	   to	   the	   research	   seung	   that	  
inﬂuenced	   responses,	   for	   example,	   the	   UK	   has	   a	   prominent	   naMonal	  
organisaMon	   called	   ‘Women	   in	   Surgery’,	   to	  which	  many	  parMcipants	   referred,	  
and	   which	   may	   have	   primed	   discussions	   of	   gender	   issues.	   Equally,	   BriMsh	  
surgery	  is	  steeped	   in	   history,	  which	   largely	  reinforces	  the	  prevailing	  masculine	  
discourses;	  for	  example,	  historic	  peculiariMes	  in	  the	  Mtles	  of	  surgeons,	  who	  give	  
up	  being	  a	  ‘Dr’	  to	  become	  a	  ‘Mr’. 	  This	  leaves	  female	  surgeons	  to	  opt	   for	  ‘Miss’,	  
‘Mrs’	  or	   ‘Ms’,	  each	  carrying	  connotaMons	  of	  marital	   status, 	  and	   marking	   them	  
out	  as	  ‘other’	  simply	  by	  not	  being	  a	  ‘Mr’.	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Our	   analysis	   was	   strengthened	   by	   the	   complementary	   experMse	   and	  
perspecMves	   of	   a	  medical	   student,	   senior	   doctor	   and	   educaMon	   researchers.	  
This	   facilitated	   creaMve	  disturbances	   and	  enhanced	   analysis	   (Fairclough	  2001).	  
Interviews	  were	   carried	   out	   by	   a	   single	   individual	   (EH).	  As	   a	   senior	   medical	  
student	  ‘insider’,	  she	  shared	  with	  parMcipants	  a	  signiﬁcant	  understanding	  of	  the	  
surgical	  world.	  While	  this	  may	  have	  aﬀorded	  her	  deeper	  access	  to	  parMcipants’	  
experiences,	   it	   is	   also	   possible	   that	   some	   understanding	   remained	   implicit	  
during	  interviews.	  Therefore	  diﬀerent	   data	  and	  subsequent	   analysis	  may	  have	  
arisen	  had	  the	  interviews	  been	  conducted	  by	  someone	  of	  another	  background.
The	   theoreMcal	   framework	   of	   Figured	   Worlds	   (Holland	   et	   al. 	   1998)	   was	   a	  
powerful	   tool	   with	   which	   to	   explore	   issues	   of	   idenMty	  and	   agency	  within	   the	  
ﬁgured	  world	  of	  surgery.	  While	  we	  used	  Figured	  Worlds	  to	  explore	  how	  women	  
in	   surgery	  self-­‐narrate	  their	   idenMMes,	  a	  future	   study	  could	  invesMgate	  a`riMon	  
and	   the	  narraMves	  of	  those	  women	  who	  have	  len	  a	  surgical	   career.	  Given	  that	  
being	  a	  surgeon	  was	  so	   important	  to	  the	  idenMMes	  of	   our	   parMcipants,	  such	  a	  
study	  would	   to	  gain	   insight	   into	   factors	  which	   inﬂuence	  a	  woman’s	  decision	   to	  
‘drop	   out’	   and	   how	   they	  construct	   an	   idenMty	   from	   that	   posiMon.	   A	   further	  
point	   of	   interest	   in	   our	   data	   was	   how	   the	   narraMves	   included	   ‘ﬁgures’	   –	  
narrated	  real	   ‘embodied’	  or	  symbolic	  personas	  of	  surgeons	  that	   existed	   for	  our	  
parMcipants.	   These	   ﬁgures	   were	   used	   dialogically	   within	   their	   narraMves	   to	  
construct	  idenMty,	  perhaps	  by	  their	  use	  as	  role	  models	  or	  villains.	  A	  future	  study	  
could	  therefore	  explore	  how	  ﬁgures	  are	  used	  by	  women	  in	  surgery	  to	  construct	  
their	  idenMMes	  within	  that	  world.	  
Our	  work	  has	  pracMcal	   implicaMons	   for	   surgical	   educaMon.	  The	  data	  show	  that	  
discursive	   posiMoning	   is	   powerful,	   and	   could	   be	   orchestrated	   in	   the	   media,	  
policy	  or	   in	  conversaMon	  for	   the	  advancement	  of	  women	  in	  surgery.	  We	  provide	  
evidence	   of	   female	   surgeons	   undertaking	   what	   we	   term	   ‘world-­‐making’	   –	  
reﬁguring	  exisMng	  pracMces	  to	  become	  more	  inclusive.	  There	  may	  also	  be	  great	  
value	   in	   creaMng	   supporMve	   relaMonships	   between	   individuals	   in	   under-­‐
represented	  groups	  to	   facilitate	  such	  acMviMes,	  which	  may	  provide	  evidence	  for	  
iniMaMves	  such	  as	  the	  UK’s	  ‘Women	  in	  Surgery’.	  What	  is	  clear	  from	  these	  data	  is	  
that	   discursive	   innovaMon	   is	   required	   to	   challenge	   prevailing	   discourses	   of	  
surgical	   pracMce, 	  so	   we	   can	   be`er	   value	   and	   support	   those	   women	   who	   do	  
undertake	  a	  surgical	  career.
Conclusions
There	   is	   li`le	   discursive	   space	   to	   be	   a	   successful	   woman	   and	   a	   successful	  
surgeon.	  Those	  who	  do	  combine	   these	   two	   roles	  must	   either	   be	   innovaMve	   in	  
reﬁguring	  what	  it	  means	  to	  be	  female	  or	  what	  it	  means	  to	  be	  a	  surgeon;	  or	  they	  
must	  author	  a	  new	  space	  for	  themselves,	  a	  powerful	  discursive	  process	  we	  term	  
‘world-­‐making’.
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Chapter 7
DISCUSSION
The figured world of surgery:
culture, identification and 
inequity
Background
The	  under-­‐representaMon	  of	  women	  in	  surgery	  is	  a	  well-­‐described	  phenomenon	  
which	   has	   persisted	   even	   while	   the	   proporMon	   of	   female	   doctors	   in	   other	  
specialMes	   has	   increased.	   Although	   there	   have	   been	   numerous	   studies	   and	  
intervenMons	   undertaken	   to	   address	   the	   issue,	   the	   proporMon	   of	   female	  
surgeons	  remains	   low	  in	  many	  countries, 	  and	  parMcularly 	  low,	  at	  7%,	  in	  the	  UK	  
(Greatorex	  &	  Saraﬁdou	  2010).	  This	  poses	  a	  number	  of	  problems	  to	  surgery	  as	  a	  
ﬁeld.	   First,	   surgery	   prides	   itself	   on	   recruiMng	   the	   “brightest	   and	   the	  
best”	   (Gelfand	  et	   al.	  2002);	  on	   a	  background	  of	  falling	  applicaMons	   to	   general	  
surgery	  residencies	   (McDonald	   &	   Su`on	   2009;	  Stewart	   et	   al.	   2013),	   it	   would	  
appear	   imperaMve	   for	   the	   specialty	  to	   widen	   its	   recruitment	   pool	   to	  be	  more	  
inclusive	   to	   female	   students,	  who	   now	   comprise	   the	   majority	  of	   students	   at	  
medical	  schools	  (NHS	  Health	  and	  Social	  Care	  InformaMon	  Centre	  2011).	  Second,	  
is	   an	   issue	   of	   social	   jusMce	  –	   of	   equity	  of	  opportunity;	   those	  women	   who	   do	  
engage	   in	   surgical	   careers	  should	   be	  supported	   in	   their	   endeavours	  as	  well	  as	  
any	  male	   student	   with	   such	   aspiraMons.	  Third,	   surgery	   is	   represented	   in	   the	  
literature	   as	  having	  a	   culture	   unconducive	   to	   maintaining	  a	  work-­‐life	  balance	  
(Ahmadiyeh	  et	  al.	  2010),	  and	  there	  is	  evidence	  that	  women	  are	  more	  concerned	  
with	   this	   issue	  than	  men	   (Drinkwater	   et	   al. 	  2008);	  hence,	  examinaMon	  of	   the	  
culture	  of	   surgery	  may	  help	   explain	  women’s	  conMnued	   under-­‐representaMon.	  
While	   prior	   research	   has	   uncovered	   a	   number	   of	   predicMve	   factors	   for	   an	  
individual	   engaging	  in	  a	  surgical	   career,	  the	  majority	  of	   published	   studies	  have	  
taken	  a	   populaMon	   level	   view	  and	   have	  yet	   to	   explain	   the	   reasons	   underlying	  
idenMﬁed	   pa`erns. 	   Having	   idenMﬁed	   a	   niche	   for	   research	   that	   examines	   in	  
detail	  how	   the	  culture	  of	   surgery	  is	  negoMated	  and	  experienced	  by	  individuals,	  
this	  thesis	   took	  a	  sociocultural	  perspecMve	  to	  build	   upon	  exisMng	  knowledge	  of	  
the	  importance	  of	  role	  models,	  the	  culture	  of	   surgery	  and	  stereotypes.	  Hence,	  
this	   thesis	   sought	   to	   explore	   the	   culture	  of	   the	   ﬁgured	  world	  of	  surgery,	  how	  
individuals	  experience	  this, 	  and	  how	  certain	  groups, 	  and	  speciﬁcally	  women,	  are	  
posiMoned	   within	   this	   culture.	   Further,	   it	   sought	   to	   examine	   how	   individuals	  
idenMfy	  within	  the	  ﬁgured	  world	  of	  surgery.	  Although	  the	  thesis	  as	  a	  whole	  was	  
conducted	  within	  a	  Figured	  Worlds	  theoreMcal	  framework	  (Holland	  et	  al.	  1998),	  
individual	   chapters	   used	   diﬀerent	   sociocultural	   theories	   to	   answer	   individual	  
research	  quesMons.	  
Main	  ﬁndings	  and	  conclusions
Chapter	   2	   used	   the	   sociocultural	   learning	   theory,	   Communi6es	   of	   Prac6ce	  
(Wenger	  1998),	  to	  consider	  the	  diﬀerences	  between	  male	  and	  female	  students’	  
experiences	  of	  surgery.	  The	  concept	   of	  ‘paradigmaMc	   trajectories’	  was	  a	  useful	  
theoreMcal	   tool	   with	   which	   to	   understand	   how	   students’	  experiences	   shaped	  
their	   career	   decisions.	   This	   study	   found	   that	   four	   key	   processes	   –	   seeing,	  
hearing,	   doing	   and	   imagining	   –	   facilitated	   students’	   understanding	   of	   these	  
possible	  career	  trajectories. 	  The	  experiences	  of	  female	  students	  within	   surgery	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were	  strongly	   gendered,	  and	   they	  felt	   ‘othered’	   in	   the	  surgical	   world.	  Female	  
students’	   understanding	   of	   paradigmaMc	   trajectories	   were	   based	   on	   these	  
experiences	   of	   surgery	   and	   thus	   deterred	   them	   from	   considering	   surgical	  
careers.
Chapter	   3	   further	   explored	   diﬀerenMal	   access	   to	   engagement	   in	   surgery.	  
ConstrucMvist	   grounded	   theory	   was	   used,	   with	   sensiMsing	   concepts	   from	  
Bourdieu	   (1977a,b;	   1990a,b;	   1993),	   to	   invesMgate	   how	   students	   encounter	  
surgical	   culture	   and	   pracMce,	  and	   develop	   an	   idenMty	   for	   themselves	   therein.	  
The	   study	  explored	   not	   only	   the	   circulaMng	  discourses	   regarding	  what	   future	  
surgeons	  were	   like,	  but	   also	  how	  such	  discourses	  were	  uncovered,	  understood	  
and	  drawn	  on,	  and,	  importantly,	  how	  they	  acted	   to	   posiMon	   some	  students	  as	  
‘future	   surgeons’	   while	   excluding	   others.	   In	   terms	   of	   a	   ‘curriculum’	   –	   the	  
components	  of	  a	  programme	  of	  study	  –	  there	  were	  important	  discourses	  which	  
students	   needed	   to	   understand	   and	   act	   on:	   to	   be	   successful	   in	   the	   surgical	  
world,	   students	   had	   to	   accrue	   the	   symbolic	   capital	   valued	   –	   research	  
publicaMons	   and	   prizes	   –	   and	   embody	   surgery’s	   privileged	   characterisMcs	   –	  
conﬁdence,	  proacMvity	  and	  compeMMveness.
The	   use	   of	   discourse	   analysis	   in	   Chapter	   4	   more	   fully	   explored	   students’	  
percepMons	   of	   surgery	   and	   surgeons,	   and	   their	   inﬂuence	   on	   students’	  
idenMﬁcaMon.	   This	   chapter	   was	   an	   invesMgaMon	   of	   how	   medical	   students	  
perceived	  surgery	  and	  surgeons,	  and	  the	  eﬀect	  stereotypes	  had	  on	  their	  career	  
intenMons.	  Surgery	  was	  discursively	  constructed	  as	  masculine,	  compeMMve	  and	  
requiring	   sacriﬁce.	   Surgeons	   were	   ﬁgured	   as	   driven, 	   self-­‐conﬁdent	   and	  
inMmidaMng.	   To	   succeed	   in	   surgery,	   students	   felt	   they	   had	   to	   ﬁt	   these	  
stereotypes,	   leaving	  many	   unwilling	   or	   feeling	   unable	   to	   do	   so.	   Hence, 	   in	   a	  
similar	  way	  to	  paradigmaMc	   trajectories	  in	  Chapter	  2,	  the	  strong	  stereotypes	  of	  
surgery	  deterred	  students	  from	  a	  surgical	  career.
Chapter	   5	   built	   on	   Chapters	  2-­‐4	   through	   criMque	  of	   the	   individualist	   theories	  
that	   have	   dominated	  the	  medical	   educaMon	   literature	  on	   career	   choice,	  which	  
do	   not	   incorporate	   a	  signiﬁcant	   role	   for	   the	   sociocultural	   factors	   found	   to	   be	  
important	   in	   this	   thesis.	   Hence,	   Chapter	   5	   quesMoned	   the	   extent	   to	   which	  
medical	  students	  can	  be	  said	  to	  have	  a	  free	  choice	  in	  deciding	  their	  career.	  
Chapter	   6	   moved	   beyond	   medical	   students’	   sociocultural	   understanding	   of	  
surgery	   in	   previous	   chapters	   to	   explore	   female	   surgeons’	   experiences	   and	  
idenMMes	  within	  the	  ﬁgured	  world	  of	  surgery,	  using	  sociocultural	  perspecMves	  of	  
idenMty	  and	  agency	  drawn	  from	  Figured	  Worlds	  (Holland	  et	  al. 	  1998).	  Interviews	  
with	   surgeons	   and	   aspiring	   surgeons	   revealed	   that	   there	   was	   li`le	   discursive	  
space	   to	   be	   both	   a	   woman	   and	   a	   surgeon,	  as	   discourses	   of	   being	   a	  woman	  
existed	   in	   compeMMon	   with	   discourses	   of	   being	   a	   surgeon.	  Female	   surgeons	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undertook	  ‘idenMty	  work’	  to	   exist	   in	   the	   surgical	   domain.	  This	   included	   hiding	  
their	  femininity	  under	  a	  ‘cloak	  of	   invisibility’ 	  in	  the	  workplace,	  the	  reﬁgurement	  
of	  what	  it	  meant	   to	  be	  female	  or	  a	  surgeon,	  and	  ‘world-­‐making’	  –	  the	   creaMve	  
orchestraMon	  of	  discourses	  to	  arMculate	  a	  new	  discursive	  space	  to	  be	  a	  woman	  
in	  surgery.
Culture	  and	  discourse	  in	  the	  surgical	  world
An	  important	  aim	  of	  this	  thesis	  was	  to	  understand	   the	  discourses	  circulaMng	  in	  
the	  ﬁgured	  world	  of	  surgery.	  The	  prevailing	  discourses	  of	  surgery	  and	  surgeons	  
were	   strongly	   held	   by	   students,	   and	   there	   was	   a	   very	   close	   discursive	   ﬁt	  
between	   these	   and	   surgery’s	   requirements	  of	   its	   future	  pracMMoners;	   indeed,	  
many	   of	   the	   forms	   of	   symbolic	   capital	   are	   to	   be	   found	   ‘reiﬁed’	   in	   the	   UK	  
naMonal	   person	   speciﬁcaMon	   for	   recruitment	   to	   Core	   Surgical	   Training	   (NHS	  
Core	   Surgery	   NaMonal	   Recruitment	   Oﬃce	   2013).	   Thus,	   though	   students	  
assessed	   discourses	   of	   surgery	   from	   a	   variety	   of	   sources, 	   these	   discourses	  
remained	   remarkably	  uniform.	  The	   ubiquity	  of	   the	  prevailing	  discourse	  had	   a	  
sense	   of	   the	   hegemonic	   –	   of	   being	   accepted	   as	   a	   truism,	   understood	   as	  
‘common	   sense’	   –	   and,	   therefore,	   it	   existed	   beyond	   challenge	   and	   was	  
unchangeable:	   surgeons	   must	   be	   like	   this;	   surgery	  as	   a	   pracMce	  must	   be	   like	  
this.	  
Examples	  of	  surgical	  discourses	  exisMng	  beyond	  challenge	  are	  found	  in	  Chapters	  
3,	  4	   and	   6,	  which	   contain	   remarkable	   student	   narraMves	   of	   ﬁnding	   surgeon’s	  
behaviour	  “rude”,	  yet	   beyond	  quesMon.	  Discursively,	   if	  a	  surgeon	   was	  good	   at	  
performing	   surgery	   in	   the	   operaMng	   theatre,	  they	  could	   be	   excused	   any	  such	  
behaviour.	  Hence,	  it	  was	   understood	  that	  operaMng	  required	  arrogance	   and	  a	  
communicaMon	   style	   that	   would,	   in	   other	   contexts,	  be	   considered	   rude.	   For	  
Holland	  et	  al.,	  posiMonal	  idenMty	  is	  constructed	  in	  dialogue	  with	  the	  spaces	  that	  
people	  occupy:	  
“Spaces,	   too, 	   imbue	   and	   are	   imbued	   by	   the	   kinds	   of	   persons	   who	  
frequent	   them;	   conven6onal	   forms	   of	   ac6vity	   likewise	   become	  
impersonated.”	  
Holland	  et	  al.	  (1998,	  p127)
Thus	  the	  data	  in	  Chapter	  6	  includes	  numerous	  examples	  where	  senior	  surgeons	  
describe	   ‘bad’	  or	   ‘inappropriate’	  behaviour	   from	   their	   colleagues,	   excused	   by	  
comments	  such	  as,	  “he	  was	  a	  very	  good,	  technically,	  a	  very,	  very	  good	  surgeon.	  
People	   get	   away	   with	   it	   if	   they	  are	   very	   good”.	   Holland	   et	   al. 	   (1998,	  p131)	  
discuss	   ‘markers’	   which	   act	   as	   shortcuts	   to	   social	   ‘categories’	   from	   which	  
posiMonal	   idenMMes	   are	   constructed	   that	   comprise	   the	   social	   structure	   of	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ﬁgured	  worlds;	  hence,	  the	  arrogance	   and	  rudeness	  become	  as	  much	   a	  marker	  
of	  the	  social	  posiMon	  of	  a	  ‘surgeon’	  as	  a	  scrub	  hat,	  scalpel	  or	  name	  badge.	  
Surgical	  culture	  was	  masculine,	  again	  drawing	  on	  the	  discourse	  of	  the	  operaMng	  
theatre	   as	   a	   site	   of	   a	   surgeon’s	   agency	   that	   required	   discursively	   masculine	  
characterisMcs	  –	  decisiveness,	  self-­‐conﬁdence,	  proacMvity.	  This	  masculinity	  was	  
historical,	  and	  pervaded	  many	  aspects	  of	  the	  ﬁgured	  world	  of	  surgery,	  including	  
its	   privileged	   acMviMes,	   language,	   disposiMons	   and	   artefacts.	   For	   some	  
individuals	   –	   Bourdieu’s	   “ﬁsh	   in	   water”	   –	   the	   masculine	   nature	   of	   surgical	  
culture	  was	  ‘invisible’;	  they	  did	  not	  feel	  tension	  exisMng	  in	  the	  surgical	  world,	  or	  
have	  cause	   to	   reﬂect	   on	   its	   masculinity.	   In	   Bourdieusian	   terms,	   their	   habitus	  
was	   the	   product	   of	   a	   similar	   social	   world	   and	   integrated	   eﬀortlessly 	  with	   the	  
ﬁeld	  of	  surgery.	  However,	  this	  was	  not	  the	  case	  for	  everyone	  and	  many	  medical	  
students,	   both	   men	   and	   women,	   felt	   uncomfortable	   within	   surgical	   culture,	  
lacking	   an	   understanding	   of	   how	   to	   engage,	  or	   quesMoning	   or	   disidenMfying	  
with	   the	   privileged	   surgical	   acMviMes,	   language,	   disposiMons	   or	   arMfacts.	   The	  
compeMMveness	   of	   surgery	   is	   a	   good	   example	   of	   this.	   The	   culture	   of	  
compeMMveness,	   purely	   for	   its	   own	   sake,	   is	   discussed	   in	   Chapter	   4,	   and	  
illustrates	  not	  only	  how	  this	  is	  experienced	  negaMvely	  by	  medical	   students,	  but	  
also	   excludes	  many	  from	  considering	   a	  surgical	   career.	  CompeMMon	   is	  part	   of	  
the	  culture	  of	  other	   professions, 	  such	  as	  management	  consultancy,	  where	   the	  
dominant	   discourses	   are	   of	   “compeMMve	   masculinity”	   wherein	   “the	   ‘ideal’	  
consultant	  competes	  not	  only	  with	  other	  consultants	  but	  –	  and	  above	  all	  –	  with	  
her/himself.”	   (Meriläinen	   et	   al.	  2004)	  Those	  whose	   habitus	  was	  a	   product	   of	  
such	   a	   culture	   of	   compeMMve	   masculinity,	   implicitly 	   understood	   how	   to	  
operaMonalise	   the	   discourse	   to	   get	   on	   in	   surgery, 	  in	   terms	  of	   their	   language,	  
disposiMons,	   and	   strategic	   accrual	   of	   capital.	   Others	   felt	   unable	   or	   were	  
unwilling	  to	  do	  so,	  not	  seeing	  themselves	  as	  ‘that	  type	  of	  person’	  or	  not	  valuing	  
becoming	   such	   a	  person.	  In	   the	  surgical	   ﬁgured	   world, 	  then,	  compeMMon	   was	  
ﬁgured	  as	  inherently	  posiMve	  –	  compeMMveness	  a	  fundamental	  prerequisite	  of	  a	  
good	   surgeon, 	  and	   compeMMon	  with	  others	  and	  yourself	   fundamental	   to	   good	  
surgical	   pracMce	   –	   and	   this	   informed	   students’	   understanding	   of	   surgical	  
stereotypes.	  
In	   Chapter	   4,	   the	   stereotypes	   of	   surgeons,	  constructed	   in	   the	   individual	   and	  
collecMve	   imaginaMons	   of	   students,	   held	   even	   when	   students	   encountered	   a	  
real	   surgeon	  who	   strongly	   contradicted	   the	  discourses;	  rather	   than	   reﬁguring	  
their	   noMons	   of	   surgery,	   students	   ﬁgured	   the	   individual	   surgeon	   as	   an	  
excepMon.	   This	   was	   another	   way	   in	   which	   surgery’s	   culture	   seemed	  
unchangeable	   –	   an	   understanding	   that	   current	   surgeons	   choose	   the	   future	  
surgeons	  from	  those	  most	   like	   them	  and	   therefore,	  to	   be	  considered,	  you	   had	  
to	  be	  like	  them.	  To	  be	  diﬀerent	  was	  to	  put	  yourself	  at	  risk	  of	  not	  ﬁung	  in,	  of	  not	  
being	  legiMmate	  in	   the	   domain	   and	   therefore	   less	  likely	  to	   be	  admi`ed	   to	   the	  
profession	  or	  more	  likely	  to	  face	  a	  harder	  career	  trajectory. 	  Being	  diﬀerent	  was	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commonly	   discussed	   in	   terms	   of	   gender.	   In	   Chapter	   2’s	   study	   of	   surgical	  
paradigmaMc	  trajectories,	  female	  students	  saw	  an	  absence	  of	  women	  surgeons	  
and	   heard	  strong	  narraMves	  of	  the	  diﬃculMes	  of	  being	  a	  female	  surgeon. 	  With	  
only	  these	  discourses	  upon	  which	  to	  draw,	  it	  was	  diﬃcult	  for	  them	  to	   imagine	  a	  
surgical	   career	   for	   themselves.	  This	   was	  not	   only	  found	   in	   data	   from	  medical	  
students,	   but	   also	   existed	   in	   the	   career	   narraMves	   of	   established	   female	  
surgeons;	   Chapter	   6	   considers	   how	   li`le	   discursive	   space	   there	   was	   to	   be	   a	  
woman	   in	  surgery, 	  parMcularly	  if	  you	   planned	  to	   have	  children.	  Those	  who	  did	  
pursue	  a	  surgical	  career	  undertook	  ‘idenMty	  work’	  in	  order	  to	  exist	  and	  thrive	  in	  
the	  ﬁgured	  world	  of	  surgery.
Iden:ﬁca:on	  within	  the	  surgical	  world
Within	   the	   Figured	   Worlds	   framework,	   idenMMes	   are	   constructed	   dialogically	  
within	   ﬁgured	   worlds, 	   speciﬁcally	   in	   dialogue	   with	   privileged	   discourses	   and	  
ﬁgures. 	  There	  was	  a	  discursive	  requirement	  within	   the	  ﬁgured	  world	  of	  surgery	  
for	   absolute	  dedicaMon	   from	  its	  pracMMoners	  –	  another	   aspect	   surgery	  shared	  
with	   the	   compeMMve	  masculinity	  of	  consultancy	  where	   “work	  orientaMon	   and	  
full-­‐Mme	  availability”	  were	  central	   to	  the	  idenMMes	  of	  management	  consultants	  
(Meriläinen	   et	   al.	   2004).	   For	   the	   female	   surgeons	   interviewed	   in	   Chapter	   6,	  
being	  a	  surgeon	   fulﬁlled	  this	  discursive	  requirement	  as	  a	  very	  important	   aspect	  
of	   their	   idenMMes.	   This	   discourse	   also	   manifest	   in	   the	   idenMMes	   of	   medical	  
students	   aspiring	  to	   a	  surgical	   career;	  idenMfying	  oneself	  as	   ‘in	   pursuit	   of’	  and	  
devoted	  to	  a	  career	  in	  surgery	  was	  an	   important	  part	  of	  the	  hidden	  curriculum.	  
Those	   that	   understood	   this	   and	   wanted	   to	   pursue	   surgery	   literally	   declared	  
their	   intenMon,	   publicly	   and	   onen,	   in	   addiMon	   to	   embodying	   the	   privileged	  
disposiMons	  of	  the	  surgical	  world	  –	  being	  outwardly	  compeMMve	  and	  proacMve.	  
Thus,	   their	   behaviour	   made	   them	   clearly	   idenMﬁable	   to	   others	   as	   ‘future	  
surgeons’.	   There	   were	   some	   students	   that,	   though	   they	   idenMﬁed	   as	   future	  
surgeons,	  were	   not	   idenMﬁed	   by	   others	   as	   such,	   having	   not	   constructed	   an	  
idenMty	   for	   themselves	   in	   terms	   of	   privileged	   surgical	   discourses.	   Hence	   an	  
individual’s	   legiMmacy	   as	   a	   surgeon	   was	   negoMated	   dialogically	   within	   the	  
ﬁgured	  world	  of	  surgery.
The	   privileging	   of	  masculine	  discourses	  within	   surgery	  meant	   that	   those	  who	  
did	  not	   idenMfy	  or	  who	  were	  not	   idenMﬁable	  as	  masculine	  felt	   ‘othered’.	  Being	  
posiMoned	  with	  less	  legiMmacy	  due	  to	  being	  feminine,	  or	  even	  just	  relaMvely	  less	  
masculine,	  caused	  them	  to	   reﬂect	  on	   the	  gendered	   characterisMcs	  which	  were	  
out	  of	  place	  or	  not	  valued	  in	  surgery;	  this	  culMvated	  within	  them	  a	  sense	  of	  ‘not	  
ﬁung	  in’. 	  This	  may	  oﬀer	   an	  alternaMve	  understanding	  of	  previous	  ﬁndings	  that	  
female	   surgical	   trainees	   perceive	   a	   ‘lack	   of	   ﬁt’	   between	   their	   sense	   of	  
themselves	   and	   their	   sense	   of	  a	   senior	   surgeon	   (Peters	   et	   al. 	  2012).	  AdopMng	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more	   masculine	   disposiMons	   to	   ﬁt	   in	   –	   ‘idenMty	   work’ 	   termed	   ‘passing’	   (as	  
another)	  in	  Figured	  Worlds	  –	  was	  a	  possibility,	  for	  both	  men	  and	  women.	  
“Passing	  implies	  impersona6on,	  ac6ng	  as	  if	  one	  is	  someone	  or	  something	  
one	  is	  not.	  Hence	  gender	  passing	  suggests	  masquerading	  or	  presen6ng	  a	  
persona	   or	   some	   personae	   that	   contradict	   the	   literal	   images	   of	   the	  
marginalised	  or	  doubly	  refracted	  other.”	  
Fordham	  (1993,	  p3)	  
The	   need	   to	   align	   with	   surgical	   discourse,	   and	   hence	   be	   able	   to	   develop	   an	  
idenMty	  as	  a	  surgeon,	  as	  well	  a	  sense	  of	  belonging, 	  is	  a	  recurrent	  ﬁnding	  in	   the	  
studies	  of	  this	  thesis.	  Chapter	  2	  shows	  that	  ﬁung	  into	  the	  surgical	  paradigmaMc	  
trajectories	   facilitated	   idenMﬁcaMon	   with	   and	   imaginaMon	   of	   a	   surgical	   career	  
pathway.	  Chapter	   3	   illustrates	  how	  medical	   students	  needed	   to	   idenMfy	  with	  
surgery,	  and	   ﬁt	   in,	   in	   order	   to	   gain	   legiMmacy	  and	  parMcipaMon	   in	  the	  surgical	  
world.	  Chapter	  4	  highlights,	  again,	  students’	  beliefs	  that	  ﬁung	  into	  the	  surgical	  
stereotype	  was	  necessary,	  and	  to	   that	  be	  diﬀerent	   required	  being	  outstanding;	  
meaning	  being	  outstanding	  surgically	  –	  ‘more	  surgical’	  –	  in	  order	   for	   others	   to	  
tolerate	   the	   diﬀerence.	   Chapter	   6,	  again,	   illustrates	   this	   via	   the	   narraMves	   of	  
female	  surgeons	  who,	  due	  to	  gendered	  aspects	  of	   their	   idenMMes,	  did	  not	  ﬁt	   in	  
so	  easily.
Yet	  some	  medical	  students	  in	   Chapters	  3	  and	  4	  expressed	  reluctance	  or	   felt	  an	  
inability	   to	   ﬁt	   in.	   Some	   students’	   narraMves	   included	   ﬁgures	   of	   others	   –	  
especially	   ﬁgures	   of	   female	   surgeons	   –	   whom	   they	   saw	   as	   having	   adopted	  
masculinity.	  In	  doing	  so,	  these	  female	  surgeons	  were	  deemed	  to	  have	  deviated	  
too	   far	   from	   the	   students’,	   and	   society’s,	   expectaMons	   of	   them	   as	   women.	  
Further,	   the	   female	   surgeons	   in	   Chapter	   6	   discuss	   feeling	   this	   conﬂict	  
themselves,	  as	   it	   was	  necessary	  to	   ‘pass’	   as	  masculine	  by	  embodying	  at	   least	  
some	  masculine	   characterisMcs,	   yet	   they	   felt	   compromised	   for	   doing	  so.	   This	  
phenomenon	   has	  been	   called	   ‘double	   deviancy’:	  a	   woman	   not	   only	  breaks	   a	  
societal	   rule	  by	  being	  masculine,	  but	   is	   doubly	  deviant	   for	   having	  broken	   the	  
social	  rules	  governing	  what	  a	  woman	  is,	  and	  should	  be	  (Smart	  2012).
Holland	   et	   al.	   (1998)	   discuss	   the	   sociocultural	   cost	   of	   ﬁung	   in,	   drawing	   on	  
Fordham’s	   (1993)	   concept	   of	   ‘passing’ 	   as	   “Other”,	   derived	   from	   work	   in	   an	  
American	   high	   school	   where,	   although	   the	   majority	   of	   students	   were	   Afro-­‐
Caribbean	  women,	  the	  dominant	  discourses	  privileged	  a	  white	  male	  habitus:
Too	   much	   passing,	   [Fordham	   argues]	   can	   result	   in	   a	   poten6ally	  
subversive	  self	  where	  the	  person	  can	  no	  longer	  speak	  or	  even	  think	  in	  his	  
or	  her	  “na6ve	  voice.”	  Such	  persons	  lose	  their	  crea6vity:	  “because	  they	  are	  
compelled	   to	   assume	   the	   iden6ty	   of	   the	   ‘Other’ 	   –	   in	   exchange	   for	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academic	  success	  –	  they	  cannot	  represent	  themselves;	  they	  are	  forced	  to	  
masquerade	  as	  the	  authen6c,	  idealized	  “Other”.	  
Fordham	  in	  Holland	  et	  al.	  (1998,	  p132)
It	   has	   been	   shown	   that	   a	   sense	   of	   belonging	   to	   a	   domain	   is	   emoMonally	  
important	  and,	  therefore,	  important	  to	  learning	  (Walton	  &	  Cohen	  2011).	  Hence,	  
reﬁguring	   of	   one’s	   idenMty	   through	   the	   exclusive	   adopMon	   of	   masculine	  
characterisMcs	  comes	  at	   a	  cost	   to	   an	   individual’s	  preexisMng	  sense	  of	   self,	  and	  
ones	  ability	  to	   learn.	  Though	  there	  are	  other	  possibiliMes	  for	   ‘idenMty	  work’;	  as	  
Holland	   et	   al.	   put	   it,	   habitus	   has	   “an	   agenda	   and	   momentum	   of	   its	  
own”	   (Holland	   et	   al.	   1998,	   p46).	   In	   Chapter	   6,	   Jane,	   rather	   than	   losing	   her	  
creaMvity,	  adopts	  a	  powerfully	  agenMc	   stance	  by	  orchestraMng	  her	   idenMMes	  as	  
a	  surgeon	  and	  as	  a	  mother	   into	  alignment;	  she	  reﬁgures	  the	  world	  of	  surgery	  –	  
termed	  ‘world-­‐making’ 	  in	  Figured	  Worlds	  –	   to	  legiMmise	  her	   ‘naMve	  self’	  within	  
the	  otherwise	  hosMle	  discourses	  of	  the	  ﬁgured	  world.
Yet	   such	   powerful	   discursive	   posiMons	  were	   rare	   for	   female	   surgeons,	  whose	  
legiMmacy	   onen	   lacked	   stability	   in	   the	   ﬁgured	   world	   of	   surgery;	   in	   a	   sense,	  
female	   surgeons	  had	   fragile	   idenMMes	   as	   surgeons	  –	   a	   concept	   that	   has	  been	  
explored	  with	   reference	   to	   women	   in	   mathemaMcs	   (Solomon	   et	   al.	   2011).	   In	  
Chapter	   6,	   Julie`e	   tells	   a	   story	   of	   passing	   her	   Royal	   College	   of	   Surgeons	  
fellowship	   exam;	   on	   informing	  her	   male	   surgeon	   supervisor	   in	   a	   bar,	  “he	  just	  
stared	  at	   [her]	  chest	  and	   said,	  “Oh,	  cold	   out	   there, 	  is	   it?”. 	  Holland	  et	   al.	  (1998,	  
p154)	   discuss	   a	   similar	   example,	  where	  a	  woman	   is	  undermined	   in	   the	  ﬁgured	  
world	   of	  work,	  when	  a	  male	  colleague	   invokes	   the	   ﬁgured	   world	   of	   sexuality,	  
where	  women	  are	  “treated	  as	  objects	  of	  desire”.	  Having	  gained	  the	  FRCS	  and,	  in	  
doing	  so,	  secured	  symbolic	  capital	   conferring	  a	  more	  senior	  posiMon	  within	   the	  
surgical	   profession,	   Julie`e’s	   legiMmacy	   and	   ‘fooMng’	   in	   the	   ﬁgured	   world	   of	  
surgery	  was	  undermined	  by	  her	  male	  boss,	  who	  posiMoned	  her,	  not	  as	  an	  equal	  
in	  that	  world,	  but	  as	  an	  object	  in	  the	  world	  of	  sexuality,	  where,	  as	  a	  female,	  she	  
was	  his	   inferior.	  Julie`e’s	  expectaMons	  of	  being	  treated	   as	  a	  surgical	  colleague,	  
were	   replaced	   with	   a	   reality	  where	   not	   only	  was	   she	   ‘othered’	   as	   a	   female	  
outsider	   and	   an	   object	   of	   desire, 	   but	   also	   where	   she	   was	   posiMoned,	  
involuntarily,	  as	   inferior	   in	   the	   ﬁgured	   world	   of	   surgery.	  Holland	   et	   al.	   (1998,	  
p153),	  in	  discussion	  of	  their	  own	  empirical	  ﬁndings,	  recount	  “situaMons	  in	  which	  
women	   were	   suddenly,	  without	   warning	   removed	   from	   the	   context	   of	   work,	  
treated	   as	   objects	   of	   desire	   and	   posiMoned	   in	   the	   world	   of	   romance…	   the	  
women	   invariably	  described	  as	  “intensely	  embarrassed”.	  They	  felt	  beli`led	  and	  
unable	  to	  countera`ack.”	  
This	   illustrates	   ‘intersecMonality’ 	  –	  a	  concept	  which	   emphasises	  the	  interacMon	  
of	   categories	   of	   diﬀerence	   (Holland	   et	   al.	   1998;	   Tsourouﬂi	   et	   al. 	   2011),	  
considering	   “the	   interacMons	   between	   gender, 	   race	   and	   other	   categories	   of	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diﬀerence	   in	   individual	   lives,	   social	   pracMces, 	   insMtuMonal	   arrangements	   and	  
cultural	   ideologies	   and	   the	   outcomes	   of	   these	   interacMons	   in	   terms	   of	  
power”	  (Davis	  2008).	  Female	  surgeons’	  idenMMes	  comprise	  the	   intersecMonality	  
of	   their	   idenMty	  as	  women	   in	  general	   society	  and	   their	   idenMty	  as	   surgeons	   in	  
the	  ﬁgured	  world	  of	  surgery.	  Hence,	  the	  idenMMes	  of	  these	  women	  become	  the	  
locus	  of	  struggle	  between	  discourses.	  The	  outcome	  of	  this	  is	  that	  their	   idenMMes	  
become	  something	  else	  –	  as	  Emily	  puts	  it	  in	  Chapter	  6,	  neither	   fully	  a	  woman	  or	  
a	  surgeon,	  but	  a	   ‘woman	  surgeon’. 	  This	  was	  a	  ‘fragile	  idenMty’	  as	  others	  could	  
discursively	   challenge	   their	   surgeonhood,	   as	   in	   Julie`e’s	   story,	   or	   their	  
femininity,	  as	  in	  medical	   students’	  accounts	  of	   female	   surgeons	  as	  “manly”. 	  In	  
this	  sense,	  there	  was	  li`le	  discursive	   space	  to	   build	  an	   idenMty	  as	  a	  woman	   in	  
surgery	   –	   a	   key	   sociocultural	   ﬁnding	   of	   this	   thesis	   in	   terms	   of	   the	   inequity	  
underpinning	  women’s	  under-­‐representaMon	  in	  the	  specialty.
Challenging	  inequity	  in	  the	  surgical	  world
Chapters	   2-­‐6	   examined	   surgical	   culture	   and	   discourses, 	   ﬁnding	   the	   ﬁgured	  
world	   of	   surgery	  to	   be	  discursively	  constructed	   as	  masculine,	  which	  excluded	  
many, 	   especially	   women,	   from	   fuller	   parMcipaMon.	   However, 	   clearly,	   some	  
women	  do	  aspire	  to,	  do	  engage	   in	  and	  do	  ﬁnd	  meaning	  from	  a	  surgical	   career.	  
For	   these	   women,	  studied	   in	   Chapter	   6,	  it	   was	   apparent	   that	   their	   femininity	  
marked	  them	  as	  ‘other’	  in	  the	  ﬁgured	  world	  of	  surgery;	  they	  stood	  out	  for	  being	  
women,	   and	   were	   someMmes	   posiMoned	   within	   the	   surgical	   world	   by	   their	  
gender	  rather	  than	  their	  status	  as	  a	  surgeon.	  There	  was	  li`le	  discursive	  space	  to	  
combine	   being	   a	   surgeon	   with	   being	   a	   woman,	   and	   even	   less	   to	   combine	  
motherhood	   and	   surgery.	   Discourses	   of	   surgery	   valued	   masculine	  
characterisMcs	   as	   those	   of	   a	   good	   surgeon,	   which	   meant	   that	   the	   culture	  
disprivileged	   female	   surgeons’	   femininity.	   The	   implicaMons	   for	   the	   female	  
surgeons	  in	  Chapter	  6	  were	  signiﬁcant.	  If	  they	  expressed	  femininity	  through,	  for	  
example, 	   prioriMsing	   Mme	   as	   a	   mother	   with	   their	   children,	   they	   felt	   less	  
legiMmate	   as	   a	   surgeon.	   Equally,	   in	   wider	   society,	   by	   being	  devoted	   to	   their	  
career	   and,	   for	   example, 	  working	   late	   at	   the	   hospital,	   they	   contravened	   the	  
expectaMons	  of	  a	  good	  mother	  who	  could	  put	  their	   children	  to	  bed	  every	  night.	  
Hence,	  the	   lack	  of	  discursive	  space	   to	   combine	  the	  two	   roles	  was	  a	  source	   of	  
gendered	  inequity	  for	  pracMcing	  female	   surgeons,	  as	  well	   as	  medical	  students.	  
The	   numerous	   sociocultural	   bases	   for	   gendered	   inequity	   in	   surgical	   careers	  
explored	   in	   this	   thesis	   contribute	   a	   new	   perspecMve	   from	   which	   to	   consider	  
women’s	   under-­‐representaMon	   in	   surgery;	   they	   hold	   substanMal	   power	   to	  
explain	  why,	  although	  women	  comprise	  58%	  of	  medical	  students,	  they	  form	  just	  
7%	  of	  the	  consultant	  surgical	  workforce.
Inequity,	   and	   parMcularly	   gendered	   inequity, 	  was	   present	   at	   many	   stages	   in	  
surgical	  careers	  and	  manifested	  in	  many	  diﬀerent	  ways.	  Chapter	  3	  explored	  the	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diﬀerenMal	   access	   of	   medical	   students	   to	   the	   hidden	   curriculum	   of	   surgical	  
careers.	  Some	  students	  had	  only	  vague	  encounters	  with	  the	  hidden	  curriculum,	  
and	  couldn’t	  uncover	   its	  complexiMes	  as	  they	  lacked	  a	  network	  of	  relaMonships	  
to	  help	  them	  understand	  it.	  This	  was	  a	  cause	  of	  anxiety	  for	  them,	  as	  they	  sensed	  
there	   were	   things	   they	  ought	   to	   understand	   and	   be	   doing	   in	   order	   to	   avoid	  
becoming	   disadvantaged.	   Hence,	   a	   network	   of	   relaMonships	   was	   vital,	   yet	  
access	   to	   this	  was	  also	   unequally	  distributed;	  some	  had	   pre-­‐exisMng	  networks	  
and	  some	  already	  had	  the	  disposiMons	  and	  implicit	  understanding	  –	  the	  habitus	  
–	  that	  made	  building	  a	  network	  in	   the	  surgical	  world	  eﬀortless.	  For	  those	  be`er	  
able	   to	   develop	   a	   sens	   pra6que	   –	  Bourdieu’s	   ‘feel	   for	   the	  game’	  –	  of	   surgical	  
careers,	   it	   was	   easier	   to	   embody	   the	   disposiMons	   and	   accrue	   the	   forms	   of	  
capital	   necessary	   to	   more	   strongly	   idenMfy	   and	   be	   idenMﬁed	   as	   a	   future	  
surgeon.	  This	  aﬀorded	  parMcipaMon	   in	   the	  pracMce	  of	  surgery,	  and,	  given	  that	  
not	  all	  developed	  an	  equal	  sens	  pra6que,	  parMcipaMon	  was	  available	  to	  students	  
in	   diﬀering	   degrees.	  This	  diﬀerenMal	   advantage	  tended	   to	   reinforce	   itself	   in	   a	  
posiMve	   feedback	   loop,	   as	   parMcipaMon	   led	   to	   deeper	   understanding	   of	   the	  
‘rules	  of	  the	  game’.	  
Another	   set	   of	   students,	   although	   they	   had	   a	   well-­‐developed	   sens	   pra6que,	  
were	  unwilling	  or	   felt	  unable	  to	  adapt	  their	  ideas	  of	  themselves	  –	  to	  idenMfy	  as	  
future	   surgeons	   –	   in	   order	   to	   gain	   advantage	   in	   the	   surgical	   world;	   they	  
experienced	   a	   tension	   between	   who	   they	   felt	   they	  were	   and	   whom	   surgery	  
required	   them	   to	   be.	   This	   situaMon	   may	   result	   in	   a	   ‘double-­‐bind’, 	  where	   a	  
person	  must	  choose	  between	   being	   true	  to	   their	  prior	   selves	  or	  adapMng	  to	  a	  
new	  pracMce	  (Lau	  et	  al.	  2009). 	  Rees	  &	  Monrouxe	  (2011)	  discuss	  ‘moral	  distress’	  
as	  a	  symptom	  of	   experiencing	  these	   conﬂicts	  of	   idenMty,	  when	   students	  were	  
asked	   to	   perform	   inMmate	   procedures	   without	   consent	   on	   anaestheMsed	  
paMents.	   In	   this	   situaMon,	   the	   student	   faces	   a	   choice	   between	   refusing	   to	  
perform	   the	   procedure	   due	   to	   a	   lack	   of	   consent,	   with	   ﬁ`ed	  with	   their	   prior	  
idenMty,	  or	  to	  undertake	  it,	  thereby	  gaining	  parMcipaMon	  in	  the	  medical	  world	  –	  
to	  do	  one	  is	  to	  compromise	  on	  the	  other.	  There	  are	  further	  examples	  in	  Chapter	  
3’s	  data:	  Luke	  does	  not	  “like	  doing	  the	   blokey	  banter	   stuﬀ”	  but	   recognises	  he	  
would	  have	  to	  do	   so	  during	  a	  surgical	   job	   interview,	  during	  which	   it	  would	   be	  
most	   important	  to	  gain	  parMcipaMon	  in	  the	  surgical	  world	  and	  be	  idenMﬁed	  as	  a	  
future	   surgeon;	  hence,	  again,	  there	  was	   conﬂict	   between	  his	  sense	  of	  himself	  
and	  his	  sense	  of	  what	  surgery	  required	  him	  to	  be. 	  This	  was	  a	  source	  of	  inequity,	  
as	   some	   students’	   sense	   of	   themselves	   aligned	   well	   with	   surgery’s	  
requirements;	   it	   was	   these	   students	   who	  were	   aﬀorded	   greater	   parMcipaMon	  
and	  experienced	  less	  idenMty	  ‘distress’	  in	  the	  surgical	  world.
In	   terms	   of	   gendered	   inequity,	   Chapter	   2	   highlights	   diﬀerenMal	   access	   to	  
parMcipaMon	   for	   female	   students	   on	   surgical	   placements,	   where	   they	   were	  
limited	   in	   their	   learning	  because	  of	   their	   gender.	   These	  women	   had	   diﬀering	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and	   negaMve	   experiences	   of	   surgery	   compared	   to	   their	   male	   counterparts.	  
While	   female	   students	   did	   describe	   being	  able	   to	   parMcipate	   in	   the	   operaMng	  
theatre	   and	   moments	   of	   engagement	   with	   surgery, 	  men	   more	   onen	   gained	  
‘hands-­‐in	   parMcipaMon’,	  which	   more	   powerfully	   developed	   their	   idenMMes	   as	  
future	  surgeons. 	  This	  was	  mediated	  by	  a	  lack	  of	  paradigmaMc	  trajectories	  within	  
surgery	   for	   female	   students;	   they	   had	   fewer	   cultural	   resources	   on	   which	   to	  
draw	  when	  imagining	  themselves	  in	  a	  surgical	  career,	  as	  too	  did	  the	  surgeons	  in	  
the	  operaMng	  theatre	  who	  aﬀorded	   them	  parMcipaMon. 	  This	  dialogic	  process	  of	  
idenMﬁcaMon,	  whereby	  surgeons	  and	   future	  surgeons	  are	  constantly	  authoring	  
themselves	   in	   response	   to	   others,	   ensures	   that,	   so	   long	   as	   there	   is	   lack	   of	  
diversity	   in	   cultural	   ﬁgures	   within	   surgery	   and,	   hence,	   a	   limited	   range	   of	  
paradigmaMc	  trajectories,	  then	  minoriMes	  will	  conMnue	  to	  be	  relaMvely	  excluded	  
from	   its	   pracMce	   as	   they	   struggle	   to	   idenMfy,	   and	   be	   idenMﬁable,	   as	   future	  
surgeons.
Strengths	  and	  limita:ons
The	  speciﬁc	  strengths	  and	  weaknesses	  of	  individual	  studies	  are	  discussed	  within	  
Chapters	  2-­‐6.	  A	  signiﬁcant	  strength	  of	  this	  thesis	  as	  a	  whole	  was	  its	  grounding	  in	  
sociocultural	  theories.	  Within	  the	  exisMng	  literature,	  and	  discussed	  in	  Chapter	  1,	  
there	  existed	  a	  signiﬁcant	  niche	  for	   research	  using	  the	  explanatory	  power	  of	  the	  
contemporary	   social	   sciences	   to	   explore	   the	   culture	   of	   surgery	  and	   students’	  
career	  decisions	  therein. 	  There	  has	  also	  been	  a	  call	  within	  medical	  educaMon	  for	  
consideraMon	  of	  ‘gender	  ma`ers’	  in	  sociocultural	  terms,	  extending	  the	  exisMng	  
literature	   beyond	   demography	   and	   biology	   to	   include	   sociocultural	   theory	  
(Bleakley	  2013).	  Hence,	  the	  studies	   in	  Chapters	  2-­‐6	  extended	   understanding	  of	  
the	  processes	  underlying	  women’s	  conMnued	  under-­‐representaMon	   in	  surgery.	  
Yet,	   the	   use	   of	   sociocultural	   theories	   is	   also	   a	   signiﬁcant	   limitaMon.	   The	  
empirical	   studies	  undertaken	  in	  this	  thesis	  are,	  necessarily,	  contextually	  bound.	  
Thus	   to	   generalise	   from	   their	   ﬁndings	   requires	   inducMve	   reasoning	   to	  
extrapolate	  meaning	  to	  wider	  situaMons.	  Such	  arguments	  are	  not	  valued	  within	  
medicine	   as	   a	   discipline,	   whose	   dominant	   epistemological	   stance	   is	   one	   of	  
posiMvism	   –	   of	   an	   objecMvely	   discoverable	   world.	   The	   epistemology	   of	   this	  
thesis	  is	  of	   a	  social	  world	  that	   can	  only	   be	  subjecMvely	  experienced	  and	  hence	  
understood.	  ‘Rigour’	  within	  these	  two	  epistemologies	  therefore	  diﬀers,	  with	  the	  
former	  dependent	  on	  objecMvity	  and	  validity,	  and	  the	  la`er	  on	  careful,	  reﬂexive	  
analysis	  of	  qualitaMve	  data. 	  Given	  this, 	  studies	  employing	  sociocultural	   theories	  
are	   likely	  to	   lack	   legiMmacy	  within	   medicine	   (and	  surgery),	  a	  concern	   that	   has	  
been	   raised	   before	   in	   the	   medical	   literature	   (Greenhalgh	   et	   al.	  2012).	  Within	  
medical	   educaMon,	   however,	   there	   has	   been	   a	   call	   for	   be`er	   theorised	  
empirical	   work	   that	   seeks	   ‘clariﬁcaMon’,	   rather	   than	   of	   ‘descripMon’	   or	  
‘jusMﬁcaMon’	  which	   dominate	   the	   literature	   (Cook	  et	   al.	   2008).	  While	  there	   is	  
signiﬁcant	   value	   in	   rich	   descripMve	   studies,	   such	   as	   the	   account	   of	   surgical	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stereotypes	  in	  Chapter	  3,	  much	  of	  the	  work	  in	  this	  thesis	  has	  sought	  to	  explain,	  
in	  sociocultural	  terms, 	  students’	  career	  decisions	  regarding	  surgical	  careers	  and	  
the	  under-­‐representaMon	  of	  women	  within	  surgery.
The	  strength	  of	  applying	  a	  sociocultural	   lens	  to	  address	  these	  aims,	  rather	   than	  
adopMng	   an	   explicitly	   feminist	   stance,	   is	   that	   it	   allows	   a	   more	   complex	  
sociocultural	  analysis	  of	  processes	  of	   idenMﬁcaMon,	  and	  how	  gender	  mediates	  
these.	   However,	   an	   explicitly	   feminist	   stance	   could	   have	   be`er	   privileged	  
marginalised	  feminine	  voices,	  moving	  away	  from	  a	  broad	  analysis	  of	  culture	  and	  
discourse	   to	   focus	   on	   gendered	   aspects	   of	   idenMMes.	   There	   could	   also	   have	  
been	  more	  consideraMon	   of	  the	  intersecMonality	  of	  idenMMes, 	  a	  key	  concept	   in	  
poststructuralist	   feminism;	  other	   aspects	  of	   idenMty	  such	   as	   class	  or	   ethnicity	  
have	  been	  shown	   to	  be	  important	  in	  diﬀerenMal	  learning	  in	  medical	  educaMon,	  
and	  in	   career	  decisions	  (McManus	  et	  al.	  2013;	  Sánchez	  et	  al.	  2013;	  Svirko	  et	  al.	  
2014).	  
In	  addiMon	  to	  strong	  theoreMcal	  underpinnings,	  this	  thesis	  has	  beneﬁ`ed	  from	  a	  
diverse	  research	  team.	  Reﬂexivity	  is	  criMcal	  to	  rigorous	  qualitaMve	  research,	  and	  
the	  inclusion	   of	   researchers	  able	  to	   take	  diﬀerent	  perspecMves	  on	   the	  data	   is	  
important;	  they	  facilitate	  ‘creaMve	  disturbances’,	  whereby	  exisMng	  analyses	  are	  
challenged	  throughout	   (Fairclough	  2001).	  This	  was	  especially	  important	   due	   to	  
the	   primary	   researcher’s	   posiMon	   as	   a	   medical	   student	   and	   ‘future	   female	  
surgeon’	  and,	  hence,	  an	  ‘insider’ 	  with	  many	  of	  the	  research	  parMcipants.	  EH	  was	  
deeply	   embedded	   in	   the	   surgical	   world,	   acMvely	   involved	   in	   surgical	   careers	  
promoMon	  as	  President	  of	  Manchester’s	  undergraduate	  surgical	  society	  and	  via	  
working	   with	   the	   Royal	   College	   of	   Surgeons	   of	   England,	   parMcularly	   with	   its	  
Women	   in	   Surgery	  working	  group.	  During	  this	  Mme	  she	  was	  also	   transiMoning	  
from	  medical	  student	   to	  doctor	  and	  planning	  a	  surgical	  career. 	  Her	  posiMoning,	  
therefore,	  heavily	  inﬂuenced	   the	  direcMon	  of	   the	   thesis,	  but	  most	   importantly	  
the	  research	  quesMons	  and	  analysis.	  The	  main	  strengths	  of	  this	  were	  the	  insight	  
aﬀorded	  by	  the	   ‘inside	  perspecMve’	  and	   access	   to	   networks	   of	   parMcipants	   in	  
terms	  of	  medical	   students	  and	   surgeons.	   Evident	   in	   the	   data	  was	  a	   common	  
understanding	  of	   the	  surgical	   world	   that	   the	   primary	   invesMgator	   shared	   with	  
parMcipants.	   For	   example,	   during	   Chapter	   6’s	   interviews	   there	   were	   several	  
episodes	  of	  laughter	  at	  a	  shared	  discourse, 	  the	  crux	  of	  which	  was	  not	  intelligible	  
without	   explanaMon	   to	   the	   rest	   of	   the	   research	   team.	   For	   this	   reason,	  
consideraMon	   was	   given	   to	   the	   best	   placed	   individuals	   to	   collect	   the	  data	  for	  
each	   study.	   In	   Chapter	   2,	  SV	  undertook	   all	   interviews,	  a	   sociologist	   ‘outsider’	  
who	   encouraged	   parMcipants	   to	   discuss	   explicitly	   the	   ‘taken	   for	   granted’	   –	  
something	  facilitated	  by	  her	  being	  a	  ‘newcomer’	  to	   the	  world	  of	  medicine.	  This	  
would	   have	   been	   an	   example	   of	   a	   stance	   unavailable	   to	   EH,	   as	   a	   medical	  
student.	  In	  Chapters	  3	  and	  4, 	  KB,	  a	  medical	  student	  who	  was	  undecided	  about	  a	  
future	   career	   conducted	   the	   interviews.	   Here,	   a	   shared	   understanding	   and	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honesty	   were	   important,	   ensuring	   there	   was	   no	   pressure	   on	   parMcipants	   to	  
‘look	   good’	   in	   the	   eyes	   of	   the	   interviewer.	   EH,	   at	   the	   Mme, 	   was	   relaMvely	  
prominent	   as	   outgoing	   President	   of	   the	   surgical	   society;	   some	   students,	  
parMcularly	   future	   surgeons	   may	   therefore	   have	   felt	   accountable	   to	   any	  
judgements	  of	  them	   that	   she	  may	  have	  made	  as	  an	   interviewer.	  In	   Chapter	  6,	  
EH	   undertook	   all	   interviews;	   in	   this	   circumstance	   her	   shared	   repertoire	   with	  
parMcipants,	  in	  terms	  of	  the	  surgical	  world, 	  aﬀorded	  be`er	  access	  to	  narraMves	  
of	   their	   careers. 	  Throughout	   the	  period	   of	   doctoral	   study,	  EH	  kept	   a	  reﬂexive	  
diary,	  which	  paid	   parMcular	   a`enMon	  to	  researcher	  posiMoning	  by	  parMcipants,	  
and	  parMcipant	  posiMoning	  by	  the	  researcher	   and,	  hence,	  the	  dialogic	  nature	  of	  
the	  data.	  Further,	   the	  ﬁrst	   layer	   of	  analysis	  of	   the	  datasets	   involved	  a	   ‘criMcal	  
reﬂexivity’, 	  highlighMng	  discursive	  posiMoning	  in	  the	  data,	  use	  of	  diﬀerent	  voices	  
and	   shared	   reference	   points, 	   which	   were	   discussed	   extensively	   within	   the	  
research	  team.	  EH	  criMcally	  examined	  her	  own	  ‘value	  judgements’	  or	   emoMonal	  
responses	   to	   the	  data,	   taking	  care	   to	   record	   these	  and	   understand	   if	   or	   how	  
these	  aﬀected	  analysis.
Implica:ons	  and	  valorisa:on
Implica8ons	  for	  prac8ce
The	   studies	   in	   Chapters	   2-­‐6	   may	   inform	   pracMcal	   applicaMons	   of	   beneﬁt	   to	  
students	   and	   surgeons.	  This	   thesis	  has	   several	   important	   ﬁndings	   in	   terms	   of	  
diﬀerenMal	  access	  to	  engagement	  in	  surgery.	  It	  is	  clear	  that,	  from	  a	  sociocultural	  
perspecMve,	  the	  surgical	  world	  is	  complex;	  myriad	   factors	  interact	   to	  determine	  
an	  individual’s	  trajectory	  in	  the	  domain,	  from	  their	  own	  individual	  history	  to	  the	  
immediate	  social	   contexts	   in	  which	   they	  ﬁnd	   themselves	  day-­‐to-­‐day.	  While	  the	  
individual	   chapter	   discussions	   in	   Chapters	   2-­‐6	   may	   delineate	   pracMcal	  
applicaMons	   of	   the	   work	   in	   terms	   of	   dealing	   with	   inequity,	   there	   must	   be	  
acknowledgment	   that	   there	   is	   no	   simple	   soluMon;	   it	   is	   likely	   that	   no	   single	  
answer	   will	   increase	   the	   representaMon	   of	   women	   in	   surgery,	   nor	   is	   it	  
predictable	  precisely	  what	  eﬀect	  any	  such	  intervenMons	  may	  have.
There	  is	  a	  delicate	  balance	  when	   considering	  any	  intervenMons	  to	   ‘encourage’	  
women	   into	   surgical	   careers:	  whilst	   this	   thesis	   and	   the	   literature	   suggest	   an	  
increased	   number	   of	   female	  surgeons	  would	  be	  beneﬁcial	   for	   future	   cohorts,	  
Chapter	  6	  suggests	  that	  for	   those	  women	  that	  do	  enter	  the	  career	   it	  is	  likely	  to	  
be	   a	  more	   diﬃcult	   path	   to	   take.	   It	   may	  be	   considered	   irresponsible,	   then,	   to	  
‘push’	  anyone	  in	  any	  direcMon.	  Conversely,	  to	  draw	  a`enMon	  to	   the	  diﬃculMes	  
inherent	   in	  being	  a	  female	  surgeon	  may	  further	  deter	   women	   from	  the	  career,	  
worsening	  the	  situaMon	  for	   both	  those	  in	  the	  specialty	  and	  those	  considering	  a	  
surgical	   career.	  Hence,	  the	   pracMcal	   applicaMons	  suggested	  here	  are	  based	  on	  
equipping	   individuals	   with	   an	   understanding	   of	   surgical	   discourses,	   and	   the	  
tools	   to	   negoMate,	   and	   even	   challenge,	   the	   surgical	   status	   quo.	   Given	   the	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importance	   of	   local	   context,	   such	   a	   strategy	   allows	   individuals	   to	   apply	   this	  
work	  to	  their	  individual	  social	  worlds.
Tackling	  diﬀeren;al	  access	  to	  par;cipa;on
A	  major	  ﬁnding	  of	  this	  thesis	  was	  the	  diﬀerenMal	  access	  medical	  students	  had	  to	  
uncovering,	  enacMng	  and	  engaging	  in	   the	  hidden	  curriculum	  of	  surgical	  careers.	  
Another	   key	   ﬁnding	   was	   that	   diﬀerent	   students	   experience	   the	   same	   thing	  
diﬀerently;	  female	  students	  do	  not	  experience	  parMcipaMon	  in	  the	  same	  ways	  as	  
male	   students	   during	   surgical	   placements,	  are	   unable	   to	   see	   or	   interact	   with	  
many	  female	  surgeons,	  and	  are	  exposed	  to	  negaMve	  stories	  of	  female	  surgeons.	  
There	  are	   several	   pracMcal	   steps	  that	   could	   be	   taken	   to	   address	  these	  points.	  
First	   is	   to	   understand	   the	   importance	   of	   making	   the	   hidden	   curriculum	  more	  
explicit	   and,	   hence,	  more	   widely	   available	   to	   students.	   Discussions	   of	   what	  
forms	  of	   capital	   and	  behaviour	   are	   privileged	   in	  surgery,	  and	  why,	   could	   help	  
more	   students	   to	   understand	   this,	   as	   well	   as	   providing	   a	   forum	   to	   openly	  
debate	   their	   implicaMons.	   The	   literature	   and	   this	   thesis	   are	   clear	   that	  
relaMonships	   are	  very	  important.	  Mentoring, 	  whether	   from	  surgeons	  or	   peers,	  
at	   an	   early	   stage	   in	   medical	   school	   regarding	   how	   to	   ‘pracMcally 	   negoMate’	  
career	  opMons	  –	  understanding	  ‘what	  counts’,	  where,	  at	  what	  Mme	  and	  why	  are	  
integral	  concepts	  to	  developing	  a	  sens	  pra6que	  of	  a	  career.	  
Students	   could	   be	   be`er	   helped	   to	   build	   useful	   relaMonships, 	   perhaps,	   for	  
example, 	  by	  providing	  ‘scripts’	  for	   engagement	   in	   the	  operaMng	  theatre	  –	  one	  
such	  stock	  quesMon	  might	  be,	  “I’m	  really	  interested	   in	  a	  surgical	   career,	  but	  I’m	  
not	   sure	   what	   I 	   need	   to	   do;	   please	   can	   I	   hear	   about	   your	   experiences?”	  
InsMtuMon-­‐level	  intervenMons	  may	  also	   be	  of	  beneﬁt	  –	  for	   example,	  a	  hospital-­‐
wide	   policy	   that	   medical	   students	   should	   ‘scrub	   in’	   when	   on	   placement	   and	  
have	   a	   role	   as	   part	   of	   an	   operaMng	   theatre	   team;	   if	   theatre	   staﬀ	   know	   it	   is	  
important	  for	  students	  to	  ‘scrub	  in’, 	  and	  also	  legiMmate	  to	  ask	  them	  to	  help	  with	  
tasks,	   this	   may	   facilitate	   ‘belonging’ 	   and	   feeling	   useful	   –	   ‘supported	  
parMcipaMon’	   –	   which	   have	   been	   shown	   to	   be	   of	   central	   importance	   to	  
‘experience-­‐based	  learning’	  in	  clinical	  seungs	  (Dornan	  et	  al.	  2007).	  Thus, 	  it	  may	  
be	  of	  beneﬁt	  to	  clarify	  the	  role	  of	  students	  in	  the	  operaMng	  theatre	  to	  be	  more	  
akin	   to	   the	  North	   American	   model,	  where	  students	  are	   expected	   to	   scrub	   for	  
every	  case	  during	  their	  surgical	  rotaMon	  (unless	  there	  is	  a	  compelling	  or	  clinical	  
reason	  not	  to)	  (Tahiri	  &	  Liberman	  2013).	  With	  female	  students	  shown	  to	  be	  less	  
likely	   to	   negoMate	  to	   ‘scrub	   in’,	   this	  may	  be	  especially	  beneﬁcial	   in	  equipping	  
them	  with	  be`er	  tools	  to	  engage	  in	  surgical	  placements.
However, 	   there	   are	   also	   ramiﬁcaMons	   of	   these	   strategies	   that	   must	   be	  
considered,	  as	  some	  involve	  ﬁung	  individuals	  be`er	  to	   the	  pracMce	  of	  surgery,	  
rather	   than	  changing	  the	  pracMce	  itself.	  Deliberate	  intervenMon	  with	  a	  view	   to	  
changing	   the	   ways	   in	   which	   people	   idenMfy	   carries	   signiﬁcant	   ethical	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implicaMons,	  and	   concerns	  have	   been	   raised	   over	   ﬁung	  school	   students	  from	  
lower	  socioeconomic	  groups	  into	  the	  middle-­‐class	  pracMce	  of	  university	  (Moore	  
2014).	   Figured	   Worlds	  would	   hold	   that	   the	   pracMce	   and	   the	   idenMMes	   of	   its	  
individuals	  exist	   in	  dialogue,	  hence,	  even	  taking	  such	  an	  ‘idenMty	  approach’	  may	  
change	  the	  pracMce	  itself.	  
Figures	  and	  rela;onships
This	   thesis	   supports	   previous	   research	   on	   the	   value	   of	   female	   surgical	   role	  
models	   (Sanfey	   et	   al.	   2006).	   There	   is	   likely	   to	   be	   much	   beneﬁt	   in	   acMvely	  
gathering	  and	   disseminaMng	   diverse	  narraMves	   of	   surgery	  and	   surgeons.	  From	  
the	  Figured	  Worlds	  perspecMve,	  ‘ﬁgures’ 	  are	  a	  wider	  concept	   than	  role	  models;	  
hence,	  medical	  students	  and	  surgeons	  could	  draw	  on	  more	  diverse	   ‘ﬁgures’,	  in	  
relaMon	   to	   whom	  they	  could	   narrate	   their	   own	   idenMMes.	  Further,	  in	   terms	   of	  
‘paradigmaMc	   trajectories’,	   this	   would	   arguably	   increase	   the	   diversity	   of	  
trajectories	  available	  for	   medical	   students, 	  making	   it	   easier	   to	   ‘see’	  and	   ‘hear’	  
about	   successful	   female	   surgeons,	   thus	   facilitaMng	   medical	   students’	  
imaginaMon	  of	   themselves	  in	  surgical	   careers. 	  On	  a	  pracMcal	  note,	  this	  strategy	  
would	  need	  to	  discursively	  depart	  from	  many	  ‘professional	  proﬁles’	  of	  surgeons	  
available	  online	  and	   in	   the	  media,	  which	   tend	   to	   reinforce	  surgical	   discourses	  
(Royal	  College	  of	  Surgeons	  of	  England	  2013).	  Rather, 	  a	  more	  frank	  and	  unusual	  
insight	  into	  these	  people’s	  lives	  would	  hold	  more	  value:	  Where	  are	  they	  from?;	  
What	   other	   careers	   did	   they	   consider?;	   How	   did	   they	   train?;	   What	   do	   they	  
enjoy?;	  What	   is	  challenging	  about	   their	   work?;	  What	  do	  they	  enjoy	  outside	   of	  
work?;	  What	   do	   they	  wish	   they	   had	   known	   before	   embarking	   on	   a	   surgical	  
career?;	  What	   are	   their	   paMents	   like?;	  What	   is	  an	   average	   day	  like	   for	   them?	  
Answers	  to	   these	  quesMons	  do	  not	  form	  a	  typical	   surgical	   narraMve,	  and	   could	  
signiﬁcantly	  disrupt	  underlying	  discourses	  and	  disseminate	  alternaMve	  (and	  less	  
stereotypical)	   ways	   to	   be	   a	   surgeon	   –	   thereby	   highlighMng	   other	   aspects	   of	  
surgeons’	  idenMMes	  so	  a	  wider	   variety 	  of	  medical	   students	  could	   idenMfy	  with	  
them,	  rather	   a	  proﬁle	   portraying	   every	  surgeon	   in	   terms	  of	   the	   homogenous	  
‘ideal	  surgeon’	  stereotype.
While	   increased	   access	   to	   ﬁgures	   in	   the	   abstract	   may	   be	   beneﬁcial	   in	  
challenging	  exisMng	  discourses,	  facilitaMng	  relaMonships	  with	  these	  same	  people	  
would	  also	   be	  helpful.	  As	  described	   in	  Chapter	   3,	  it	   is	  not	  merely	  relaMonships	  
with	   the	  most	   senior	   surgeons	  that	   are	   important;	   relaMonships	  with	   medical	  
students	   and	  surgical	   trainees	  via	  workshops,	  mentorship	   schemes,	  and	  social	  
media	  could,	  in	   addiMon	   to	  promoMng	   the	  exisMng	  diversity	  of	  surgeons,	  build	  
useful	   relaMonships	   for	   students.	   This	   recommendaMon	   is	   also	   supported	   by	  
numerous	   other	   studies	   demonstraMng	   the	   value	   of	   mentorship	   and	   role	  
modelling	  (Neumayer	   et	   al.	   2002;	  Sanfey	  et	   al.	   2006;	  Drinkwater	   et	   al.	  2008;	  
Drolet	   et	  al.	  2014).	  ‘Mentors’,	  then,	  represent	  a	  powerful	   opportunity	  to	  bring	  
about	   change	   in	   the	   pracMce	   of	   surgery	   –	   to	   reﬁgure	   surgery	   for	   medical	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students,	  but	   also	   for	   surgeons.	  Mentors	   have	   the	   opportunity	  to	   orchestrate	  
what	   students	   see,	  hear, 	  do,	  and	   thus	   imagine;	   they	  can	   provide	  posiMve	   and	  
diverse	   stories,	   in	   the	   awareness	   that	   these	   narraMves	   are	   inﬂuenMal.	   These	  
same	   people	   can	   more	   acMvely	   invite	   students	   to	   engage	   and	   parMcipate,	  
knowing	   that	   this	   facilitates	   idenMﬁcaMon	   and	   belonging	   in	   surgery,	   but	   also	  
that	   students	   might	   want	   to	   engage	   but	   not	   know	   how.	   For	   example,	   if	   a	  
student	  seems	  quiet	  or	  awkward,	  a	  mentor	   could	  assume	  that	  they	  don’t	  know	  
how	  to	  interact, 	  rather	  than	  that	  they	  are	  uninterested.	  In	  this	  regard,	  surgeons,	  
in	   their	   day-­‐to-­‐day	   acMviMes	   and	   interacMons	   with	   students	   can	   powerfully	  
improve	  the	  surgical	  experiences	  of	  both	  male	  and	  female	  medical	  students.
Challenging	  exis;ng	  discourses
Another	   major	   ﬁnding	  of	   this	   thesis	   is	  the	  masculine	   nature	   of	   the	   prevailing	  
discourses	  in	  surgery,	  and	  their,	  at	  Mmes,	  polarising	  eﬀect	  on	  students.	  Making	  
students	  aware	  of	  the	  discourses	  that	  they	  are	  drawing	  on	  may	  act	  to	  facilitate	  
a	   more	   agenMc	   authorial	   stance.	   This	   may	   assist	   the	   challenge	   and	   re-­‐
negoMaMon	   of	   the	   prevailing	   discourses	   that	   marginalise	   some	   students.	  
Although	   the	  studies	  used	   interview	   transcripts	  as	  data,	  it	   is	  not	   just	   language	  
that	   is	   gendered.	   Other	   cultural	   tools	   –	   including	   colours,	   images, 	   objects,	  
acMviMes,	  buildings	   –	  also	   have	  historical	   and	   cultural	   meanings	   that	   can	  have	  
gendered	   connotaMons.	   A`enMon	   paid	   at	   an	   insMtuMonal	   level	   to	   reiﬁed	  
discourses	   could	   help	   to	   broaden	   the	   diversity	   of	   imagined	   trajectories	   in	  
surgery	  –	  from	  the	  language	  used	  in	  policy	  documents	  to	  the	  portraits	  that	  hang	  
in	  insMtuMons	  (MarMmianakis	  &	  Haﬀerty	  2013).
CompeMMon	  was	  a	  major	  discursive	  component	  of	  the	  ﬁgured	  world	  of	  surgery	  
for	   medical	   students	  and	   surgeons	  in	   this	   thesis.	  It	  was	  both	  reiﬁed	   in	  surgical	  
literature	   and	   unchallengeable	   –	   ‘surgical’	   almost	   became	   a	   byword	   for	  
‘compeMMve’.	   For	   many	   surgeons	   interviewed,	   the	   compeMMveness	   was	   a	  
source	  of	  pride	  in	  their	  own	  success	  and	  considered	  as	  a	  force	  for	  improvement	  
within	   the	   specialty.	   Yet,	   data	   in	   Chapter	   3	   showed	   how	   the	   perceived	  
compeMMveness	   excluded	  many	  students	   from	   the	   possibility	  of	   beginning	   to	  
consider	   the	  career.	  Hence,	  there	  may	  be	  beneﬁt	   in	   beginning	  to	  consider	  how	  
surgery	   as	   a	   pracMce	   could	   become	   ‘less	   compeMMve’,	   not	   in	   terms	   of	  
applicaMon	  raMos,	  but	  in	  terms	  of	  communality.	  Such	  a	  discursive	  change	  could	  
make	   the	   pracMce	   more	   open	   to	   female	   students	   and	   more	   amenable	   to	  
paMents.	   That	   is	   not	   to	   say	   that	   communal	   discourses	   should	   be	   ranged	   in	  
opposiMon	  to	  those	  of	  compeMMon,	  but	  that	  there	  may	  be	  a	  way	  to	  include	  both	  
perspecMves,	  which	  both	  have	  much	  to	  oﬀer,	  in	  the	  surgery	  of	  the	  future.
A	   powerful	   challenge	   to	   the	   masculine	   surgical	   discourse	   was	   discussed	   in	  
Chapter	   6:	  ‘world-­‐making’	  is	   the	  orchestraMon	  of	   exisMng	  discourses	  to	   author	  
new	  ways	   of	   being	  –	   for	   example,	  staMng	  that	   being	  a	  mother	   and	   a	  surgeon	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require	  the	  same	  skills.	  It	  is	  important	  to	  be	  aware	  of	  this	  kind	  of	  idenMty	  work,	  
so	   that	   it	   can	   be	   incorporated	   into	   a	  future	  sense	   of	   surgery	  as	   a	  pracMce,	   in	  
order	   to	   beneﬁt	   others	   in	   similar	   posiMons.	   This	   could	   be	   supported	   by	  wide	  
disseminaMon	   of	   new	   examples	   of	   discursive	   world-­‐making,	   and	   by	   giving	  
people	  forums	  in	  which	  to	  discuss	  their	  pracMce	  and	  experiment	  with	  discursive	  
orchestraMon.
Implica8ons	  for	  theory
The	  empirical	  studies	  undertaken	  in	  this	  thesis	  have	  also	  made	  a	  contribuMon	  to	  
sociocultural	   theory	  in	  medical	   educaMon.	  The	  Figured	  Worlds	   framework	  has	  
not	  been	  used	   empirically 	  before	  in	  medical	  educaMon,	  though	   there	  has	  been	  
an	   interest	   in	   extending	   to	   medical	   students’	   narraMves	   the	   consideraMon	   of	  
idenMty	  and	   agency	  that	   Figured	  Worlds	   allows	  (Vagan	   2011).	   It	   is	   clear	   from	  
Chapter	  6	  that	  such	  a	  perspecMve	  can	  be	  used	  to	  explore	  how	  minoriMes	  survive	  
and	  even	  thrive	   in	   environments	  where	   they	  are	  marginalised	  or	   disprivileged,	  
and	   Holland	   et	   al.	   consider	   numerous	  examples	   of	   this	   (Holland	   et	   al.	  1998).	  
Given	   the	   strong	   interest	   within	   medical	   educaMon,	   and	   poliMcal	   imperaMve	  
within	   the	   UK,	   on	   widening	   parMcipaMon	   in	   medical	   school,	   Figured	   Worlds	  
could	  be	  also	  used	   to	  study	  students	  from	   less	  privileged	   groups	  during	  school	  
and	  university	  as	  they	  embark	  on	  medical	  careers.
Use	   of	   the	   concept	   of	   paradigmaMc	   trajectories,	  drawn	   from	   Communi6es	   of	  
Prac6ce	   (Wenger	   1998),	   is	   novel	   in	   medical	   educaMon.	  Wenger	   (1998,	  p156)	  
cites	  these	  trajectories	  as	  “likely	  to	   be	   the	  most	   inﬂuenMal	   factor	   shaping	   the	  
learning	   of	   newcomers”	   and,	   hence,	   of	   criMcal	   importance	   to	   those	  
encountering	  the	  specialty	  of	  surgery	  for	  the	  ﬁrst	  Mme.	  The	  theoreMcal	   concept	  
of	   ‘paradigmaMc	   trajectories’	  was	   especially	  useful	   to	  explore	  how	   newcomers	  
learned	  about	  a	  community	  of	  pracMce	  –	  parMcularly	  about	   its	  beliefs,	  culture,	  
and	   potenMal	   trajectories	   for	   themselves	  therein.	  Therefore	   the	  concept	  may	  
also	  be	  of	  use	  in	  medical	   educaMon	  when	  researching	  ‘early	  clinical	  experience’	  
at	   medical	   school,	   students	   moving	   from	   specialty	   to	   specialty,	   and	   the	  
undergraduate	  to	  postgraduate	  transiMon.	  
The	   concept	   of	   paradigmaMc	   trajectories	   is	   complemented	   by	   the	   model	  
generated	   from	   construcMvist	   grounded	   theory	   in	   Chapter	   3,	   which	   applies	  
sociocultural	   theories	   to	   how	   students	   encounter	   and	   negoMate	   surgery’s	  
hidden	   curriculum.	   Indeed, 	  this	   suggests	   there	  may	  be	  other	   specialty-­‐speciﬁc	  
hidden	  curricula,	  which	  are	  likely	  also	  bound	  by	  local	  context.	  There	  exists	  much	  
discrepancy	   in	   how	   the	   hidden	   curriculum	   is	   considered	   within	   medical	  
educaMon.	  Most	  studies	  consider	   it	  a	  sociocultural	  phenomenon,	  as	  a	  process	  of	  
socialisaMon;	   though	   this	  perspecMve	   does	   not	   explain	   why	  it	   is	   framed	   as	   a	  
‘curriculum’.	  The	  use	  of	  the	  word	   ‘curriculum’	  encompasses	  the	  aspects	  of	   the	  
culture	   that	   students	   need	   to	   know	   to	   progress.	   It	   would	   appear	   that	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considering	   it	  as	  a	  process	  of	   socialisaMon	   includes	  wider	   aspects	  than	  merely	  
what	   students	  need	  to	   know	  or	  operaMonalise	  in	   order	   to	  progress.	  There	  are	  
aspects	   to	   socialisaMon	   that	   are	  wider	   than	   development	   of	   a	  sens	   pra6que;	  
imaginaMon	  of	  a	  place	   for	  oneself	   in	   a	  world	   is	  important	   to	   socialisaMon,	  but	  
does	  not	   necessarily	   confer	   a	  pracMcal	  understanding	  of	   the	  world.	   Is	   it	   more	  
that	   the	  hidden	  curriculum	   is	  akin	  to	   Bourdieu’s	  sens	  pra6que	   –	   a	  feel	   for	   the	  
game	  of	  a	  medical	   career?	  Thus,	  there	  are	  diﬀerent	   understandings	  within	   the	  
literature	   of	   the	   hidden	   curriculum	   that	   may	   hamper	   its	   theoreMcal	   and	  
pracMcal	  uMlity	  as	  a	  concept.
The	  commentary	  in	  Chapter	  5	  considered	  the	  issues	  of	  inequity	  in	  Chapters	  2-­‐4	  
within	   the	  ﬁeld	  of	  medical	  educaMon.	  Such	  issues	  were	  framed	  as	   ‘invisible’	  to	  
the	  ﬁeld,	  as	  medical	  students’	  career	   trajectories	  have	  largely	  been	  considered	  
in	   terms	   of	   a	   ‘choice’,	   which	   a`ributes	   substanMal	   agency	   to	   all	   medical	  
students	   in	   determining	  their	   futures.	  Hence,	  within	   medical	  educaMon,	  there	  
may	  be	  li`le	  discursive	  space	  to	  discuss	  and	  challenge	  issues	  of	  unequal	  access.	  
A	   sociocultural	   criMque	   of	   the	   ‘invisibility’	   of	   inequity	   in	   medical	   educaMon	  
would	  assign	  importance	  to	  making	  such	  issues	  ‘discussable’	  –	  creaMng	  a	  space	  
to	  discuss	  and	  challenge	  assumpMons,	  power,	  posiMoning	  and	  access	  to	   various	  
careers.	   From	   a	   Figured	   Worlds	   perspecMve,	   such	   an	   approach	   may	   aﬀord	  
students	   more	   agency	   –	   more	   speciﬁcally	   a	   stronger	   authorial	   stance	   from	  
which	   to	   narrate	   their	   idenMMes	   in	   the	   ﬁgured	   world	   of	   medicine	   –	   due	   to	  
increased	   awareness	   of	   the	   eﬀect	   of	   discourses.	   Chapter	   5	   a`ributed	   the	  
‘invisibility’	   of	   inequity	   to	   the	   historical	   roots	   of	   medical	   educaMon	   in	  
behaviourist	   and	  cogniMvist	  perspecMves	  on	   learning, 	  and,	  hence,	  theories	   that	  
are	  more	  individualist	  than	  the	  sociocultural	  theories	  used	  in	  this	  thesis. 	  Though	  
both	   perspecMves	   have	   a	   role,	   contemporary	   sociocultural	   theory	   can	  
contribute	   much	   more	   than	   at	   present	   to	   researching	   inequity	   in	   medical	  
educaMon.
Future	  research
A7ri;on
One	  of	   the	  demographic	   phenomena	  that	   this	   thesis	  has	  not	  considered	  is	   the	  
a`riMon	  of	  women	   in	   surgery;	   in	   the	  UK,	  the	   proporMon	   of	  women	   in	   surgery	  
approximately	  halves	  at	  each	  of	  the	  three	  stages	  of	  reapplicaMon	  (Greatorex	  &	  
Saraﬁdou	  2010;	  McNally	  2012).	  The	  sociocultural	  underpinnings	  of	  the	  a`riMon	  
rate	   are	   likely	   complex.	   From	   the	   perspecMve	   of	   a`riMon,	   there	   are	   three	  
categories	  of	  people	  (from	  which	  a	  purposive	  sample	  was	  drawn	   in	  Chapter	  6):	  
those	  considering	  whether	   to	  ‘opt	   in’	  (medical	  students	  and	  ﬁrst-­‐year	   doctors),	  
those	  deciding	  whether	  to	  conMnue	  in	  training	  (surgical	  trainees)	  and	  those	  that	  
are	   fully	  trained	   (surgical	   consultants). 	  This	  thesis	   has	  focussed	   on	   these	  three	  
groups.	  It	  would	  be	  of	  value	  to	  study	  the	  experiences	  and	  idenMﬁcaMon	  of	  those	  
who	   do	   leave	   surgery,	  at	   whatever	   stage	   –	  especially 	  as	   leaving	  was	  strongly	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framed	   as	   ‘not	   an	   opMon’	   by	  our	   sample	   of	   female	   surgeons	   in	   Chapter	   6.	  
Future	   research	   into	   a`riMon	   might	   help	   to	   understand	   why	   they	   leave,	   and	  
give	  an	  insight	   into	  what	  could	  change,	  culturally	  or	  otherwise,	  that	  would	  have	  
made	   a	  diﬀerence.	   It	   is	   also	   important	   to	   understand	   surgery’s	   posiMoning	   of	  
those	  that	  do	  leave,	  and	  the	  sociocultural	  implicaMons	  of	  this.
Social	  networks	  analysis
Although	  this	  thesis	  used	  a	  sociocultural	  theoreMcal	  perspecMve, 	  there	  is	  a	  place	  
for	   large-­‐scale	  demographic	  research.	  Contemporary	  technology	  makes	  possible	  
a	  richer	   demography,	  whereby	  we	   can	   study	  narraMves	  and	   relaMonships	   at	   a	  
populaMon	   level. 	  Social	  networks	   analysis	   considers	   the	   relaMonships	  between	  
people,	  and	  seeks	  to	  map	  these	  while	  simultaneously	  measuring	  their	  impact	  in	  
terms	  of	   individuals.	  This	   seeks	  to	   answer	   the	  quesMon	  of	  what	  ﬂows	   through	  
relaMonships.	   It	   has	   been	   used	   extensively	   in	   medical	   epidemiology	   to	  
demonstrate	   the	   ‘social	   contagiousness’	  of	   obesity	   and	   smoking	   (Christakis	  &	  
Fowler	   2007;	   2008).	   It	   can	   also	   be	   combined	   with	   qualitaMve	   analysis	   to	  
consider	   the	   spread	   and	   eﬀects	   of	   discourses	  within	   a	   community.	  Given	   the	  
repeated	   evidence	   in	   this	   thesis	   and	   the	   literature	   for	   the	   importance	   of	  
relaMonships	   in	   mediaMng	   both	   parMcipaMon	   and	   exclusion,	  a	   social	   networks	  
approach	  may	  be	  of	  great	  future	  interest.
Intersec;onality
Although	  this	  thesis	  has	  begun	  to	  understand	  the	  experiences	  and	  idenMty	  work	  
of	  female	  surgeons,	  there	  is	  far	  more	  to	  understand.	  For	  the	  female	  surgeons	  in	  
Chapter	   6,	   the	   intersecMonality	  of	   their	   idenMMes	   as	  women	   and	   as	  surgeons	  
held	   signiﬁcance.	   We	   know	   that	   other	   aspects	   of	   idenMty	   such	   as	   class	   or	  
ethnicity	   aﬀect	   learning,	   and	   sociocultural	   theory	   would	   indicate	   their	  
importance.	  Hence,	  intersecMonality	  could	  be	  used	   to	  explore	  female	  surgeons’	  
sense	  of	   ‘sacriﬁce’,	  how	   such	  sacriﬁce	   is	  experienced	  and	  its	   implicaMons,	  both	  
for	   the	   individual	   possibly	   in	   terms	   of	   wellbeing	   and	   burnout,	  and	   the	  wider	  
community,	  in	  terms	  of	  discourses.
Ethnographic	  studies
The	  empirical	   studies	   in	   this	   thesis	   employed	   interview	   data.	  For	   our	   research	  
quesMons	  this	  was	  deemed	  most	   appropriate,	  as	  we	  sought	   to	  understand	  how	  
and	  what	   parMcipants	   thought,	  and	   how	  they	  saw	  the	  world	  and	   themselves.	  
However, 	  it	  means	  there	  were	  no	  data	  on	  what	   they	  actually	  do;	  there	  was	  no	  
direct	   access	   for	   the	   research	   team	  to	   their	   pracMce	  or	   the	  events	   that	   they	  
describe.	   There	   are	   also	   no	   follow-­‐up	   data	   to	   consider	   how	   parMcipants,	  
parMcularly	  medical	  students	  and	  trainees,	  acted	  on	  their	   intenMons	  with	  regard	  
to	  pursuing	  a	  surgical	  career.	  Hence,	  to	  complement	  a	  sociocultural	  theoreMcal	  
approach,	  ethnographic	  studies	  of	  parMcipants	  in	  context	  would	  be	  beneﬁcial	  to	  
be`er	  understand	  how	  they	  interact	  with	  their	  social	  world.
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Conclusion
This	   thesis	   took	   a	   sociocultural	   approach	   to	   explore	   reasons	   underlying	  
women’s	   under-­‐representaMon	   in	   surgery.	   The	   ﬁgured	   world	   of	   surgery	   was	  
strongly	   gendered;	   its	   culture	   privileged	   masculine	   disposiMons	   and	  
characterisMcs. 	   Female	   medical	   students	   had	   diﬀering	   access	   to	   the	   hidden	  
curriculum	   of	   surgical	   careers	   and	   diﬀering	   and	   negaMve	   experiences	   of	   the	  
pracMce	  of	   surgery;	  they	  consequently	   struggled	   to	   imagine	  a	   future	  place	  for	  
themselves	   in	   the	   career.	   For	   those	   women	   who	   were	   surgeons, 	   being	   a	  
surgeon	  and	  being	  a	  woman	  existed	  in	  discursive	  compeMMon, 	  making	  it	  diﬃcult	  
to	  combine	  the	  two;	  there	  was	  li`le	  discursive	  space	  to	  be	  a	  woman	  in	  surgery.	  
Although	   a	  minority	  of	  women	   were	   creaMng	  new	  ways	   to	   be	   female	   in	   the	  
masculine	  surgical	  domain,	  the	  prevailing	  discourse	   remained	   strong;	  surgeons	  
were	  required	   to	  ﬁt	  the	  exisMng	  ideals	  in	  order	   to	  be	  legiMmate	  in	   the	  surgical	  
world.	  The	  empirical	  ﬁndings	  of	  this	  thesis	  suggest	  that	  unless	  the	  discourses	  of	  
surgery	   diversify	   to	   encompass	   other	   ways	   to	   be	   a	   surgeon,	   women	   will	  
conMnue	  to	  be	  an	  under-­‐represented	  group.
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Chapter 8
ENGLISH SUMMARY
Summary
This	   thesis	   comprises	   seven	   chapters	   that	   explore	   surgical	   culture	   and	   its	  
inﬂuence	  on	  career	  decisions,	  with	  a	  focus	  on	  women’s	  under-­‐representaMon	  in	  
surgery.	  
Women	   now	   form	   the	   majority	   of	   medical	   students	   in	   many	   countries	  
worldwide	  (Wolfe	  2005;	  Elston	  2010).	  Over	  the	  last	  25	  years,	  this	  demographic	  
change	  has	  also	  aﬀected	  the	  proporMon	  of	  female	  doctors	  in	  almost	  all	  medical	  
specialMes,	  with	   the	  notable	  excepMon	  of	  surgery.	  In	   the	  USA	  women	  currently	  
make	  up	  10%	  of	  fully-­‐trained	  surgeons	  (Center	   for	  Workforce	  Studies	  2012),	  9%	  
in	   Australia	  (Li	   et	  al.	  2013)	  and	   7%	   in	  the	  Netherlands	  (Pas	  et	   al. 	  2011).	  In	   the	  
UK,	  which	   provided	   the	   context	   for	   this	   thesis,	   only	   7%	   of	   consultant	   (fully-­‐
trained)	   surgeons	   in	   the	   UK	   are	   female	   (Greatorex	   &	   Saraﬁdou	   2010). 	   The	  
proporMon	  of	  female	  consultant	  surgeons	  in	   the	  UK	   reached	  a	  peak	  of	   around	  
8%	   in	   2005	   and	   has	   since	   plateaued	   around	   this	   level,	   despite	   naMonal	  
iniMaMves	   to	   increase	   the	   number	   of	  women	   in	   surgery	   (McNally	  2012;	   Royal	  
College	  of	  Surgeons	   of	   England	  2013). 	  There	  are	  compelling	  reasons	  to	   be`er	  
understand	  this	  phenomenon,	  both	  in	  terms	  of	  equity	  of	  opportunity	  in	  surgical	  
careers,	  and	  in	  terms	  of	  how	  to	  provide	  the	  best	  surgical	  care	  for	  paMents	  in	  the	  
future.	  Past	   studies	  have	  idenMﬁed	  several	  factors	  that	  aﬀect	  medical	  students’	  
career	   decisions,	  including	  the	  availability	  of	   role	  models	   (Sanfey	  et	   al.	  2006),	  
the	  perceived	  lifestyle	  of	  a	  specialty	  (Drinkwater	  et	  al.	  2008),	  and	  experiences	  at	  
medical	  school	   (Burack	  et	  al. 	  1997).	  The	  emphasis	  of	  exisMng	  research	  has	  been	  
on	   descripMve	   demography	  of	   the	  phenomenon,	   an	   individualist	   approach	   to	  
how	   students	   make	   career	   decisions, 	   and	   a	   biological	   deﬁniMon	   of	   gender.	  
Through	  contemporary	  social	  science,	  this	   thesis	  aimed	   to	  move	  beyond	   these	  
studies	   to	  a	   sociocultural	   understanding	  of	   how	  medical	   students	   and	  doctors	  
negoMate	  career	  opMons,	  with	  parMcular	  reference	  to	  women	  in	  surgery.
The	  main	   theoreMcal	   framework	  of	  this	  thesis	  is	  Figured	  Worlds	  (Holland	  et	  al.	  
1998),	   an	   amalgam	   of	   sociocultural	   theories	   comprising	   elements	   from	  
Vygotsky, 	   BakhMn	   and	   Bourdieu.	   Figured	   Worlds	   is	   a	   theory	   of	   ‘idenMty	   in	  
pracMce’,	  meaning	  it	   concerns	  itself	  with	   how	   idenMty	  is	   constantly	  negoMated	  
within	   sociocultural	   contexts.	   The	   thesis	   also	   makes	   use	  of	   the	   closely 	  allied	  
social	   theory	  of	   learning,	  Wenger’s	  Communi6es	  of	  Prac6ce	  (1998).	  Though	   the	  
primary	   approach	   taken	   to	   gender	   was	   sociocultural,	   the	   theoreMcal	  
background	   to	   this	   thesis	  was	   informed	  by	  poststructuralist	   feminist	   thought,	  
parMcularly	  Butler’s	  criMque	  of	  feminism	  (1990)	  and	  the	  more	  recent	  concept	  of	  
the	   intersecMonality	   of	   idenMMes.	   These	   theories	   consider	   the	   social	   world,	  
including	   its	  people,	  discourses	   and	  structure	  to	   be	  both	   inherently	  social	   and	  
dynamic;	  meanings	  and	  idenMMes	  are	  constantly	  being	  socially	  negoMated	  –	  for	  
example, 	  negoMaMon	  of	  individual	  idenMMes	  in	  relaMon	  to	  others	  and	  the	  social	  
world,	   or	   negoMaMon	   of	   the	   meanings	   of	   language	   and	   cultural	   tools. 	  Hence,	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sociocultural	  theories	  acknowledge	  that	  people	  exist	  within	  the	  social	  structure,	  
or	   regulatory	   framework,	  of	   a	  ﬁgured	  world.	  Agency,	   then	   –	   the	   capacity	  for	  
self-­‐determinaMon	  –	  must	  be	  negoMated	  in	  relaMon	  to	  such	  a	  framework.	  Such	  a	  
stance	   has	   explanatory	   power	   to	   examine	   how	   culture	   works	   ‘in	   pracMce’.	  
Hence,	  this	  thesis	  sought	  to	  explore	  the	  culture	  of	  the	  ﬁgured	  world	  of	  surgery,	  
how	   individuals	   experience	   this,	   and	   how	   certain	   groups, 	   and	   speciﬁcally	  
women,	  are	  posiMoned	  within	   this	  culture.	  Further,	  it	   sought	   to	  examine	  how	  
individuals	  idenMfy	  within	  the	  ﬁgured	  world	  of	  surgery.
Chapter	  1	  acts	  as	  a	  general	   introducMon	   to	  this	  thesis, 	  ﬁrst	  problemaMsing	  the	  
under-­‐representaMon	   of	   women	   in	   surgery	  and	   jusMfying	   its	   importance	   as	   a	  
research	  topic. 	  Second,	  a	   review	  of	  relevant	  literature	   is	  presented	  in	   order	   to	  
situate	   this	   research	   within	   the	   wider	   research	   on	   gender	   and	   career	   choice.	  
This	   chapter	   also	   includes	   a	   sociocultural	   criMque	   of	   the	   published	   literature,	  
which	   idenMﬁes	   a	   signiﬁcant	   niche	   for	   the	   study	   of	   how	   certain	   groups	   are	  
privileged	   and	   disprivileged,	   and	   how	   individuals	   idenMfy	   and	   are	   posiMoned	  
within	  surgical	  culture	  –	  in	  essence, 	  how	  culture	  ‘works’	  in	  pracMce	  –	  as	  a	  means	  
to	  explain	  the	  under-­‐representaMon	  of	  women	  in	  surgery.	  Third, 	  the	  theoreMcal	  
framework	  of	   Figured	  Worlds, 	  and	  the	  epistemological	   stance	  of	  this	   thesis	   in	  
relaMon	   to	   idenMty, 	  agency, 	  learning	  and	  gender	  are	  outlined.	  Finally,	  the	  aims	  
and	   research	   quesMons	   of	   this	   thesis	   are	   discussed	   with	   an	   overview	   of	   the	  
structure	  of	  this	  thesis’s	  empirical	  chapters.	  
Chapter	   2	   explores	   medical	   students’	   experiences	   of	   surgery,	   employing	   the	  
sociocultural	  theory	  of	  learning	  Communi6es	  of	  Prac6ce,	  developed	  by	  Wenger	  
(1998).	  Speciﬁcally, 	  the	  study	  used	   the	  concept	   of	   ‘paradigmaMc	  trajectories’	  –	  
visible	   career	   paths	   provided	   by	   a	   community	   that	   shape	   how	   individuals	  
negoMate	   and	   ﬁnd	   meaning	   in	   their	   own	   experiences.	   Constructed	   via	  
community	  members,	  paradigmaMc	   trajectories	   comprise	   living	  and	   imagined	  
examples	  of	  potenMal	  developmental	   journeys	  through	  a	  community	  –	  potenMal	  
career	   trajectories;	   composite	   trajectories	   can	   be	   constructed	   from	   many	  
people’s	  experiences.	  ParadigmaMc	  trajectories	  oﬀered	  a	  useful	  theoreMcal	  lens	  
to	   study	  the	  possible	  paths	  students	  feel	  are	  available	  to	  them,	  and	  how	   these	  
inform	  their	  career	  decisions.	  This	  study	  was	  a	  secondary	  analysis	  of	  interviews	  
with	  19	  students	  about	  their	  medical	  school	  experiences	  during	  clinical	  training.	  
A	   stark	  diﬀerence	   in	   experiences	  of	   surgery	  was	   apparent	  between	   male	   and	  
female	   students.	   Female	   students’	   experiences	   of	   surgery	   were	   strongly	  
gendered;	   they	  were	   posiMoned	   as	   ‘other’	   in	   the	   surgical	   domain.	  What	   was	  
seen,	  heard	  and	  done	  during	  their	  surgical	  placements	  mediated	  what	  students	  
could	   imagine	  in	   terms	  of	  possible	   futures.	  These	  four	   key	  processes	  –	   seeing,	  
hearing,	   doing	   and	   imagining	   –	   facilitated	   the	   formaMon	   of	   paradigmaMc	  
trajectories, 	   on	   which	   students	   could	   draw	   when	   making	   career	   decisions.	  
Based	   on	   paradigmaMc	   trajectories	   constructed	   from	   exposure	   to	   surgery,	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female	  students	  decided	   surgical	   careers	  were	  not	  for	   them.	  By	  contrast,	  male	  
students	  had	  more	  posiMve	  experiences	  of	  ‘hands-­‐in’ 	  parMcipaMon	  and	  were	  not	  
marginalised	   by	   paradigmaMc	   trajectories.	   ParadigmaMc	   trajectories	   were	   a	  
novel	   theoreMcal	   tool	   with	  which	   to	   explore	  students’	  experiences	  of	  surgery.	  
Yet,	  within	  surgery, 	  hierarchy	  and	  power	  seemed	  to	  play	  an	   important	  role	  and,	  
though	  Communi6es	  of	  Prac6ce	  does	  give	   space	   to	   explore	   these	   issues,	   it	   is	  
principally	   a	   theory	   of	   learning,	   and	   not	   a	   macro-­‐sociological	   theory.	   It	   is	  
therefore	   not	   best	   equipped	   to	   explore	   issues	   of	   culture	   and	   hierarchy	   at	   a	  
societal	   level;	   hence,	   other,	   more	   global	   theories	   were	   used	   to	   more	   fully	  
explore	  surgical	  culture	  and	  students’	  idenMty	  formaMon	  therein.
Chapter	   3	   reports	   an	   empirical	   study	   which	   used	   a	   construcMvist	   grounded	  
theory	   approach	   to	   invesMgate	   the	   mechanism	   by	   which	   medical	   students	  
encounter	   surgery	   as	   a	   career	   opMon	   and	   navigate	   its	   culture	   in	   order	   to	  
become	   successful.	   The	   study	   used	   the	   concept	   of	   the	   ‘hidden	   curriculum’,	  
framed	   as	   the	   culture,	   beliefs,	   and	   behaviours	   enacted	   by	   those	   within	   a	  
community,	  passed	  to	  students,	  who	  subsequently	  enact	  it	  themselves	  (Haﬀerty	  
&	  Haﬂer	  2011).	  An	  exploratory	  quesMonnaire	  gathered	  a	  broad	  range	  of	  medical	  
students’	   thoughts	  and	   experiences	  of	   surgeons, 	  surgery	  and	   surgical	   careers.	  
This	   guided	   in-­‐depth	   interviews	  with	   twelve	   medical	   students	   about	   surgical	  
careers	  and	  how	  they	  had	  discovered	  what	  was	  required	   to	  become	  a	  surgeon.	  
The	  study	  found	  students	  had	  a	  clear	  sense	  of	  a	  surgical	  hidden	  curriculum,	  and	  
an	   emergent	   model	   was	   generated	   of	   how	   students	   encountered	   and	  
operaMonalised	   this	   hidden	   curriculum.	   To	   successfully	   negoMate	   a	   surgical	  
career,	   students	   ﬁrst	   must	   build	   a	   network,	   as	   careers	   informaMon	   ﬂowed	  
through	   relaMonships.	   They	   subsequently	   enacted	   what	   was	   learned,	   by	  
appropriaMng	   the	   disposiMons	   (‘walking	   the	   talk’)	   and	   accruing	   the	   accolades	  
(‘Mcking	   the	   boxes’)	   of	   ‘future	   surgeons’.	   This	   allowed	   them	   to	   idenMfy	  
themselves	   and	   be	   idenMﬁed	   by	   others	   as	   a	   ‘future	   surgeon’,	   and	   thus	   gain	  
access	  to	  parMcipaMon	   in	  the	  surgical	  world.	  ParMcipaMon,	  for	  example	  assisMng	  
in	   the	   operaMng	   theatre,	   enabled	   further	   network	   building	   and	   access	   to	  
careers	   informaMon	   in	   a	   posiMve	   feedback	   loop.	   For	   some,	   negoMaMng	   the	  
hidden	  curriculum	  was	  challenging,	  and	  a	  surgical	  career	  was	  una`racMve	  or	  felt	  
una`ainable;	   hence,	   they	   were	   eﬀecMvely	   excluded	   from	   a	   surgical	   career	  
because	   their	   sense	   of	   themselves	   did	   not	   align	   well	   with	   the	   hidden	  
curriculum;	  they	  did	  not	  feel	  they	  ﬁ`ed	  with	  the	  type	  of	  person	  that	  the	  culture	  
of	   surgery	   required	   them	   to	   be.	   This	   built	   on	   Chapter	   2’s	   ﬁndings, 	   in	   that	   it	  
explored	   sociocultural	   reasons	   underpinning	   the	   diﬀerenMal	   parMcipaMon	   of	  
male	   and	   female	   students	   using	   sensiMsing	   concepts	   from	  Bourdieu’s	   macro-­‐
sociological	   theories	   (1977a,b;	   1990a,b;	   1993),	   allowing	   discussion	   of	   the	  
emergent	  model,	  and	  how	  at	   each	   and	  every	  stage	  of	  the	  model,	  students	  had	  
diﬀering	  access	   to	  the	  hidden	  curriculum	  of	   surgical	   careers	  within	  the	  ﬁeld	   of	  
surgery.	  The	  issue	  of	  power	  was	  addressed	  via	  explanaMon	  of	  the	  complex	  ways	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social,	  cultural	   and	  symbolic	  capital	  were	  distributed,	  exchanged	   and	  withheld	  
within	  the	  ﬁeld	  of	  surgery.
Chapter	  4	  explores	  surgical	  culture	  via	  a	  study	  of	  medical	  students’	  percepMons	  
of	   surgery	  and	   surgeons	   to	   produce	   a	   rich	   descripMon	  of	   surgical	   stereotypes	  
and	  an	  analysis	  of	  how	  these	  aﬀected	  students’	  career	  decisions.	  This	  study	  was	  
a	  discourse	  analysis	  of	   interviews	  of	  medical	  students	  of	  diﬀerent	   year	   groups,	  
genders, 	  and	  career	   intenMons.	  Discourse	  analysis	  seeks	   to	  uncover	   the	  shared	  
narraMves,	  norms,	  values,	  percepMons	  and	   pracMces	   of	   a	   society	  through	   the	  
study	  of	  language	   (Gee	  2005).	  As	  a	  methodology,	  it	  acknowledges	  the	  socially-­‐
constructed	   nature	   of	   surgical	   culture	   (Gee	   2011).	   This	   enabled	   a	   deeper	  
analysis	  of	   students’	  thoughts	   and	  assumpMons	  regarding	  surgery, 	  building	  on	  
the	  ﬁndings	  of	  Chapter	  3,	  as	  well	  as	  the	  ways	  in	  which	  students	  were	  posiMoned	  
by	  prevailing	  discourses.	  Medical	  students	  held	  remarkably	  uniform	  stereotypes	  
of	   surgeons	   as	   excessively	   self-­‐conﬁdent,	  and	   inMmidaMng.	  These	   stereotypes	  
were	   held	   strongly	   despite	   numerous	   posiMve	   experiences	   of	   surgeons.	  
According	  to	  the	  stereotypes,	  the	  culture	  of	  surgery	  was	  ruthlessly	  compeMMve;	  
it	   was	   further	   perceived	   as	  masculine,	  with	   the	  display	  of	   masculine	   qualiMes	  
necessary	  for	  success.	  Students	  believed	  a	  surgical	  career	  demanded	  sacriﬁce	  of	  
Mme	   and	   energy,	   most	   notably	   at	   the	   expense	   of	   family 	   life.	   To	   succeed	   in	  
surgery,	   students	   felt	   they	  must	   ﬁt	   these	   stereotypes,	   excluding	   those	   who	  
were	  unwilling	  or	  who	   felt	   unable	   to	   conform.	  DeviaMng	  from	  the	  stereotypes	  
required	   displaying	   valued	   characterisMcs	   to	   a	   level	   excepMonal	   even	   for	  
surgery.	   Consequently	   surgery	  was	   neither	   an	   a`racMve	   nor	   realisMc	   career	  
opMon	  for	  many	  medical	  students.
Chapter	   5	   comprises	   a	   commentary	   piece,	   published	   to	   accompany	   a	  meta-­‐
analysis	  of	  gender	  and	  medical	  students’	  career	   intenMons	  (van	  Tongeren-­‐Alers	  
et	   al. 	  2014). 	  The	   commentary	  explores	  potenMal	  sociocultural	  explanaMons	  for	  
diﬀerenMal	   career	  preferences	  amongst	   male	   and	   female	  medical	   students.	   In	  
this	  sense,	  it	  embeds	  the	  ﬁndings	  of	  Chapters	  2-­‐4	  in	  the	  wider	  literature,	  as	  well	  
as	   including	  a	   sociocultural	   criMque	   of	   published	   studies	   on	   ‘career	   choice’	   in	  
medical	   educaMon.	   The	  majority	   of	   previous	   research	   has	   focused	   on	   factors	  
aﬀecMng	  moments	  of	  career	  choice,	  which	  necessarily	  a`ributes	  much	  agency	  –	  
the	  capacity	  for	  self-­‐determinaMon	  –	  to	   individuals.	  This	  stance	  does	  not	  allow	  
room	  for	  consideraMon	  of	  sociocultural	  factors	  that	  act	  to	  restrict	  the	  number	  of	  
opMons	   pracMcally	   available	   to	   individuals. 	   Drawing	   a	   contrast	   between	  
individualist	  (more	  agenMc)	  and	  sociocultural	  (more	  determinisMc),	  theories, 	  the	  
commentary	   quesMons	   the	   extent	   to	   which	   students	   are	   ‘free’	   to	   ‘choose’	  a	  
career.	  In	  parMcular, 	  it	  discusses	  how	  sociocultural	  constraints	  aﬀect	  individuals	  
diﬀerently,	   and	   how	   such	   constraints,	   for	   example	   diﬀerenMal	   access	   to	  
parMcipaMon,	  may	  inﬂuence	  the	  career	  paths	  accessible	  to	  students.
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Chapter	   6	   comprises	   the	   fourth	   and	   ﬁnal	   empirical	   study.	   Previous	   chapters	  
have	   explored	   various	   reasons	   for	   medical	   students	   not	   entering	   surgical	  
careers.	  This	  study	  captured	  the	  voices	  and	  experiences	  of	  aspiring	  and	  current	  
female	   surgeons	   who	   have	   engaged	   in	   surgical	   careers.	   This	   interview	   study	  
included	  ﬁneen	  women	   spanning	   the	   surgical	   career	   trajectory, 	  from	  medical	  
students	  aspiring	  to	  a	  surgical	  career	   to	  senior	  consultant	   surgeons,	  and	  sought	  
to	   understand	   the	   processes	   of	   idenMﬁcaMon	   of	   those	   who	   had	   pursued	   a	  
surgical	   career.	   Figured	   Worlds	   provided	   the	   theoreMcal	   and	   epistemological	  
stance, 	  in	  addiMon	  to	  a	  priori	  analyMcal	  themes.	  Figured	  Worlds	  draws	  together	  
concepts	  of	   trajectories	   and	   imaginaMon	   from	  Chapter	   2;	   culture,	   power	   and	  
posiMoning	   from	   Chapter	   3;	  and	  discourses	   from	  Chapter	  4, 	  to	  enable	  a	   fuller	  
theoreMcal	   exploraMon	   of	   processes	   of	   idenMﬁcaMon.	   Analysis	   of	   female	  
surgeons’	  narraMves	  demonstrated	  that	  discourses	  of	  being	  a	  woman	  and	  being	  
a	  surgeon	  existed	   in	  compeMMon,	  and	   thus	  there	  was	   li`le	   discursive	  space	   to	  
be	   a	  successful	   female	   surgeon.	   To	  overcome	   this	  women	  undertook	  idenMty	  
work:	   they	  reﬁgured	   what	   it	  was	   to	   be	   female,	  or	   a	   surgeon,	  or	   orchestrated	  
societal	  discourses	  to	  create	  new	  ways	  of	  being,	  termed	  world-­‐making.
Chapter	   7	   forms	   the	   discussion	   chapter	   of	   this	   thesis.	   It	   presents	   the	  
background,	  main	  ﬁndings	  and	  conclusions	  of	  the	  thesis.	  The	  discussion	  situates	  
the	   full	   body	  of	   work	  within	   the	   exisMng	   literature,	  and	   emphasises	   how	   this	  
thesis	   has	   furthered	   understanding	   of	   women’s	   under-­‐representaMon	   in	  
surgery.	   It	   gives	   a	   detailed	   account	   of	   the	   ﬁgured	   world	   of	   surgery:	   ﬁrst,	   in	  
terms	  of	  surgical	  culture	  and	  discourses	  of	  surgery;	  second,	  in	  terms	  of	  the	  ways	  
people	   idenMfy	  within	   the	   ﬁgured	  world;	  and	   third,	  via	  discussion	   of	   inequity	  
present	   in	   the	   surgical	   world.	  Surgical	   culture	  was	   strongly	  masculine,	   which	  
meant	   feminine	   disposiMons	   and	   characterisMcs	  were	   disprivileged	   within	   the	  
domain.	   Female	   medical	   students	   had	   diﬀering	   and	   negaMve	   experiences	   of	  
surgery,	   and	   diﬀerenMal	   access	   to	   the	   hidden	   curriculum	   of	   surgical	   careers.	  
This	  meant	  it	  was	  harder	  for	  women	  to	  idenMfy	  themselves	  as	  ‘future	  surgeons’;	  
for	   those	  women	  who	  did	  become	  surgeons,	  it	  was	  diﬃcult	  to	  combine	  being	  a	  
surgeon	   with	   being	   a	   woman,	   as	   discourses	   of	   each	   existed	   in	   compeMMon.	  
Some	  female	   surgeons	   undertook	  creaMve	   ‘idenMty	  work’	  and	  arMculated	   new	  
discursive	   spaces	   in	   which	   they	   could	   idenMfy	   as	   a	   woman	   and	   surgeon	  
simultaneously.	   Chapter	   7	  also	   addresses	  the	  strengths	  and	   limitaMons	  of	   the	  
thesis	  as	  a	  whole.	  ValorisaMon	  of	  the	  thesis	  is	  discussed,	  via	  detailed	  exploraMon	  
of	   the	  pracMcal	   and	   theoreMcal	   implicaMons	   of	   this	  work, 	  and	   how	   its	  studies	  
can	  inform	  future	  work.
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Chapter 9
DUTCH SUMMARY
SamenvaPng
Dit	   proefschrin	   bestaat	   uit	   zeven	   hoofdstukken	   die	   de	   cultuur	   binnen	   de	  
chirurgie	   verkennen	   en	   onderzoeken	   hoe	   deze	   cultuur	   loopbaankeuzes	   van	  
medische	  studenten	  beïnvloedt. 	  In	   het	   bijzonder	   wordt	   aandacht	   besteed	  aan	  
de	  ondervertegenwoordiging	  van	  vrouwen	  binnen	  de	  chirurgie.
Tegenwoordig	   vormen	   vrouwelijke	   studenten	   wereldwijd	   de	   meerderheid	  
binnen	  medische	   faculteiten	   (Wolfe	   2005;	   Elston	   2010). 	  De	   afgelopen	   25	   jaar	  
heen	   deze	   demograﬁsche	   verandering	   tevens	   de	   vertegenwoordiging	   van	  
vrouwelijke	   artsen	   binnen	   bijna	   alle	   medische	   disciplines	   beïnvloed,	   met	   de	  
chirurgie	  als	   nadrukkelijke	  uitzondering.	  In	   de	  Verenigde	  Staten	   is	  10%	   van	   de	  
staﬂeden	  chirurgie	   vrouw	   (Center	   for	   Workforce	  Studies	   2010),	  in	   Australië	   is	  
dit	  9%	  (Li	  et	  al.	  2013)	  en	   in	  Nederland	  7%	   (Pas	  et	  al.	  2011).	  In	  Groot-­‐Bri`annië,	  
waar	   het	   onderzoek	   dat	   is	   beschreven	   in	   dit	   proefschrin	   werd	   uitgevoerd,	   is	  
slechts	  7%	  van	   de	  staﬂeden	  binnen	   de	   chirurgie	   vrouw	   (Greatorex	   &	   Saraﬁou	  
2010).	   In	   2005	  bereikte	   het	   aandeel	   vrouwelijke	   chirurgen	   een	   piek	  met	   8%.	  
Sindsdien	   blijn	   dit	   percentage	   ongewijzigd,	   ondanks	   verschillende	   iniMaMeven	  
om	  het	  aantal	   vrouwelijke	  chirurgen	  toe	  te	   laten	  nemen	  (McNally	  2012;	  Royal	  
College	   of	   Surgeons	  of	   England	   2013).	   Een	   beter	   begrip	   van	   dit	   fenomeen	   is	  
noodzakelijk,	   niet	   alleen	   omwille	   van	   het	   creëren	   van	   gelijke	   kansen	   op	   een	  
carrière	   binnen	   de	   chirurgie,	   maar	   ook	   om	   opMmale	   chirurgische	   zorg	   voor	  
toekomsMge	  paMënten	  te	   garanderen.	  In	  eerdere	  studies	  werden	  verschillende	  
factoren	   gevonden	   die	   de	   loopbaankeuzes	   van	   medische	   studenten	  
beïnvloeden,	   zoals	   de	   aanwezigheid	   van	   geschikte	   rolmodellen	   (Sanfey	   et	   al.	  
2006),	  de	   indruk	  die	  studenten	  hebben	  van	   de	   levenssMjl	   die	  samenhangt	  met	  
een	   discipline	   (Drinkwater	   et	   al. 	  2008)	   en	   de	   ervaringen	   Mjdens	   de	   medische	  
opleiding	   (Burak	   et	   al.	   1997).	   Bestaand	   onderzoek	   legde	   de	   nadruk	   op	  
beschrijvende	   staMsMek	   van	   het	   fenomeen,	   een	   individualisMsche	   benadering	  
tot	   hoe	   studenten	   loopbaankeuzes	   maken,	   en	   een	   biologische	   deﬁniMe	   van	  
gender.	  Dit	  proefschrin	  heen	  als	  belangrijkste	  doel	  om	  vanuit	   de	  hedendaagse	  
sociale	   wetenschappen	   een	   beter	   beeld	   te	   krijgen	   van	   de	   manier	   waarop	  
medische	   studenten	   en	   artsen,	   met	   de	   nadruk	   op	   vrouwen,	   hun	  
loopbaanmogelijkheden	  binnen	  chirurgische	  disciplines	  vormgeven.	  
Figured	  Worlds	  (Holland	  et	  al.	  1998)	  vormt	  het	  belangrijkste	  theoreMsche	  kader	  
binnen	  dit	  proefschrin.	  Het	  is	  een	  amalgaam	  van	  sociaal-­‐culturele	  theorieën	  en	  
bevat	   elementen	   van	   het	   gedachtegoed	   van	   Vygotsky,	   BakhMn	   en	   Bourdieu.	  
Figured	  Worlds	  is	  een	  theorie	  over	  ‘idenMteit	   in	  de	  prakMjk’,	  wat	  suggereert	  dat	  
iemands	  idenMteit	   voortdurend	  wordt	   gevormd	  en	   bijgesteld	   in	   wisselwerking	  
met	   de	   sociaal-­‐culturele	   omgeving	   waarin	   iemand	   zich	   beweegt.	   In	   dit	  
proefschrin	   wordt	   daarnaast	   gebruik	   gemaakt	   van	   een	   sterk	   hieraan	  
gerelateerde	   sociale	   leertheorie,	   CommuniMes	   of	   PracMce	   (Wenger,	   1998).	  
Hoewel	  gender	  primair	  benaderd	  wordt	  als	  sociaal-­‐cultureel	  construct,	  werd	  de	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theoreMsche	   achtergrond	   van	   dit	   proefschrin	   beïnvloed	   door	   post-­‐
structuralisMsch	   feminisMsch	   gedachtegoed,	  met	   name	   Butler’s	   kriMek	   op	   het	  
feminisme	   (1990)	  en	   het	  meer	   recente	   concept	   van	   de	   intersecMonaliteit	   van	  
idenMteiten. 	  Deze	  theorieën	  beschouwen	  de	   sociale	  wereld,	   inclusief	  mensen,	  
discours	  en	   organisaMe	  in	   deze	  wereld	  als	   sociaal	   en	  dynamisch;	  betekenis	   en	  
idenMteit	   worden	   conMnu	   sociaal	   bepaald–	   bijvoorbeeld,	   bepaling	   van	  
individuele	  idenMteiten	  in	   relaMe	  tot	   anderen	  en	  de	  sociale	  wereld,	  of	  bepaling	  
van	  de	  betekenis	  van	  taal	  en	  culturele	  artefacten.	  Binnen	  deze	  sociaal-­‐culturele	  
theorieën	   stelt	   men	   dat	   mensen	   leven	   binnen	   de	   sociale	   structuur	   of	   het	  
regulerend	  raamwerk	  van	  een	  ‘Figured	  World’.	  Een	  ‘Figured	  World’	  is	  een	  deels	  
imaginaire	  wereld	  waarin	  mensen	  een	  bepaalde	  posiMe	  krijgen	  en	  een	  idenMteit	  
kunnen	  aannemen	   door	   te	  ‘doen	  alsof’.	  ‘Agency’	  –	  het	  vermogen	  autonoom	  te	  
handelen	   en	   daarmee	  het	   concreet	   vormgeven	   van	   een	   bepaalde	   idenMteit	   –	  
moet	   dan	   ook	   verkregen	   worden	   in	   relaMe	   tot	   de	   in	   een	   speciﬁeke	   cultuur	  
geldende	   regels	   en	   procedures.	   Dit	   perspecMef	   biedt	   de	   mogelijkheid	   om	   te	  
onderzoeken	  hoe	  cultuur	  zich	  manifesteert	  ‘in	  de	  prakMjk’.	  Dit	  proefschrin	  heen	  
tot	  doel	   om	  de	  cultuur	  van	  de	   ‘	  Figured	  World	  van	  de	  chirurgie’	  te	  exploreren;	  
hoe	   individuen	   deze	   cultuur	   ervaren	   en	   op	   welke	   manier	   bepaalde	   groepen,	  
met	  name	  vrouwen,	  zich	  binnen	  deze	  cultuur	  posiMoneren.
Hoofdstuk	   1	   vormt	   een	   algemene	   introducMe	   van	   het	   proefschrin.	   De	  
problemaMek	   van	   de	   ondervertegenwoordiging	   van	   vrouwen	   binnen	   de	  
chirurgie,	   en	   daarmee	   het	   belang	   van	   het	   onderzoek,	   wordt	   beschreven.	  
Vervolgens	  wordt	  een	  review	  van	  de	  relevante	  literatuur	   gepresenteerd	  om	  het	  
onderzoeksonderwerp	   te	   situeren	   binnen	   het	   onderzoek	   naar	   gender	   en	  
loopbaankeuzes.	   Dit	   hoofdstuk	   bevat	   ook	   een	   sociaal-­‐culturele	   kriMek	   op	   de	  
reeds	   gepubliceerde	   literatuur. 	   Op	   deze	   wijze	   wordt	   de	   niche	   van	   het	  
onderzoek	   naar	   bevoor-­‐	   en	   benadeling	   van	   bepaalde	   groepen,	   en	   hoe	  
individuen	   zich	   idenMﬁceren	   met	   en	   zich	   posiMoneren	   binnen	   de	   chirurgische	  
cultuur	   –	   in	   essenMe,	   hoe	   cultuur	   ‘werkt’	   in	   de	   prakMjk	   –	   gebruikt	   om	   de	  
ondervertegenwoordiging	  van	  vrouwen	   in	  de	  chirurgie	  te	  verklaren.	  Ten	  derde	  
wordt	   het	   theoreMsch	   kader	   van	   Figured	   Worlds	   en	   het	   epistemologisch	  
standpunt	   van	   dit	   proefschrin	   in	  relaMe	   tot	   idenMteit,	  agency,	  leren	   en	  gender	  
uiteengezet.	  Ten	  slo`e	  worden	  de	  doelen	  en	  bijhorende	  onderzoeksvragen	  van	  
het	  proefschrin	  uiteengezet	  en	  de	  structuur	  van	  het	  proefschrin	  omschreven.
Hoofdstuk	   2	   verkent	   de	   ervaringen	   van	  medische	  studenten	  met	   chirurgie	   en	  
maakt	   daarbij	   gebruik	   van	   de	   sociaal-­‐culturele	   leertheorie	   CommuniMes	   of	  
PracMce,	   zoals	   ontwikkeld	   door	   Wenger	   (1998).	  Meer	   speciﬁek	  werd	   in	   deze	  
studie	  gebruik	  gemaakt	  van	  het	  concept	  ‘paradigmaMc	   trajectories’	  –	  zichtbare,	  
prototype	   carrièrepaden	   die	   gecreëerd	   worden	   door	   een	   gemeenschap	   en	  
mede	  bepalen	  hoe	  individuen	  betekenis	  geven	  aan	  hun	  eigen	  ervaringen	  en	  hoe	  
zij	   deze	   ervaringen	   interpreteren.	   Vormgegeven	   door	   mensen	   van	   de	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gemeenschap	  omva`en	  paradigmaMc	  trajectories	  –	  bestaande	  en	  denkbeeldige	  
voorbeelden	   van	   potenMële	   ontwikkelingstrajecten	   binnen	   de	   gemeenschap	   –	  
potenMële	  (samengestelde)	  carrièrepaden	  die	  gevolgd	  kunnen	  worden	  op	  basis	  
van	   de	   ervaringen	   van	   verschillende	   mensen.	   Het	   concept	   van	   paradigmaMc	  
trajectories	  biedt	  een	  bruikbare	  theoreMsche	  lens	  om	  percepMes	  van	   studenten	  
over	   mogelijke	   carrièrepaden	   en	   op	   welke	   manier	   deze	   hun	   loopbaankeuzes	  
beïnvloeden	  te	  onderzoeken.	  Deze	  studie	  omvat	  een	  secundaire	  analyse	  van	  19	  
interviews	   met	   studenten	   waarin	   hun	   ervaringen	   met	   de	  medische	   opleiding	  
Mjdens	   de	   coschappen	  werden	  onderzocht.	  Er	   bleek	  een	   groot	   verschil	   te	  zijn	  
tussen	   de	   ervaringen	   van	   mannelijke	   en	   vrouwelijke	   studenten	   binnen	   de	  
chirurgie.	  De	  ervaringen	  van	   vrouwelijke	  studenten	  werden	  sterk	  bepaald	  door	  
gender;	   ze	   werden	   geposiMoneerd	   als	   ‘anders’	   binnen	   de	   chirurgie.	   Wat	  
studenten	  zagen,	  hoorden	  en	  deden	  Mjdens	  hun	  coschap	  chirurgie	  beïnvloedde	  
in	   sterke	   mate	   wat	   studenten	   zich	   konden	   voorstellen	   in	   het	   kader	   van	   een	  
mogelijke	  toekomst	  in	  de	  chirurgie.	  Deze	  vier	  kernprocessen	  –	  zien,	  horen,	  doen	  
en	  voorstellen	  –	  bleken	  de	  vorming	  van	  paradigmaMc	  trajectories	  te	  faciliteren,	  
op	   basis	  waarvan	   studenten	   vervolgens	  hun	   loopbaankeuzes	   konden	   baseren.	  
Op	   basis	   van	   deze	   ervaringen	   met	   de	   discipline	   chirurgie	   en	   de	   gecreëerde	  
paradigmaMc	   trajectories,	   besloten	   vrouwelijke	   studenten	   dat	   een	   carrière	  
binnen	   de	   chirurgie	   ‘niets	   voor	   hen’	   was.	   Mannelijke	   studenten	   hadden	  
daarentegen	  meer	  posiMeve	  ervaringen	  met	  de	  ‘hands-­‐in’	  parMcipaMe	  binnen	  de	  
chirurgie	  en	  werden	  zij	  niet	  gemarginaliseerd	  door	  de	  paradigmaMc	  trajectories.	  
ParadigmaMc	   trajectories	   is	   een	   nieuwe	   theoreMsche	   tool	   waarmee	   de	  
ervaringen	  van	  studenten	  binnen	  de	  chirurgie	  verkend	  konden	  worden.
Hiërarchie	   en	   macht	   leken	   een	   belangrijke	   rol	   te	   spelen	   binnen	   de	   discipline	  
chirurgie.	  Hoewel	  CommuniMes	  of	  PracMce	  de	  mogelijkheid	  biedt	  deze	  aspecten	  
te	   onderzoeken,	   is	   het	   voornamelijk	   een	   leertheorie	   en	   geen	   macro-­‐
sociologische	  theorie.	  Om	  deze	   reden	   is	  het	   dan	  ook	  niet	   volledig	  geschikt	   om	  
concepten	   zoals	   cultuur	   en	   hiërarchie	   op	   het	   niveau	   van	   de	   samenleving	   te	  
onderzoeken;	   daarom	   werden	   meer	   globale	   theorieën	   gebruikt	   om	   de	  
chirurgische	   cultuur	   en	   de	   idenMteitsvorming	   van	   studenten	   binnen	   deze	  
cultuur	  in	  kaart	  te	  brengen.
Hoofdstuk	   3	   beschrijn	   een	   empirische	   studie	   waarin	   construcMvisMsche	  
Grounded	   Theory	   gebruikt	   word	   om	   in	   kaart	   te	   brengen	   hoe	   studenten	  
geneeskunde	   aankijken	   tegen	   de	   chirurgie	  als	  carrièremogelijkheid	   en	   hoe	  zij	  
zich	  binnen	  deze	  cultuur	  bewegen	  om	  succesvol	  te	  zijn.	  De	  studie	  maakt	  gebruik	  
van	  het	  concept	  ‘hidden	  curriculum’,	  gedeﬁnieerd	  als	  de	  cultuur,	  overtuigingen	  
en	   gedragingen	   van	   de	   mensen	   binnen	   een	   gemeenschap,	   overgedragen	   op	  
studenten	   die	  dit	   vervolgens	  overnemen	   (Haﬀerty	  &	  Haﬂer	   2011).	  Met	   behulp	  
van	   een	   vragenlijst	  werden	   de	   ideeën	  en	   ervaringen	   van	  medische	   studenten	  
met	  betrekking	  tot	  chirurgen,	  de	  discipline	   chirurgie	  en	  een	  mogelijke	  carrière	  
in	   de	   chirurgie	   in	   kaart	   gebracht.	   De	   bevindingen	   gaven	   richMng	   aan	   diepte	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interviews	  met	  twaalf	  medische	  studenten	  over	  chirurgische	  carrières	  en	  hoe	  ze	  
ontdekten	   wat	   vereist	   is	   om	   chirurg	   te	  worden.	  Resultaten	   toonden	   aan	   dat	  
studenten	   een	  duidelijk	  beeld	  hadden	  over	   het	   chirurgische	  hidden	  curriculum	  
op	   basis	  waarvan	   een	  model	  werd	  ontwikkeld	  dat	   beschrijn	   hoe	  studenten	  dit	  
hidden	  curriculum	  tegenkwamen	  en	  operaMonaliseerden.
Om	  op	  succesvolle	  wijze	  een	  carrière	  binnen	  de	  discipline	  chirurgie	  te	  bereiken	  
dienden	  studenten	  eerst	  een	  netwerk	  te	  creëren	  aangezien	  loopbaaninformaMe	  
zich	   verspreidde	  via	  deze	   relaMes.	  Vervolgens	   ze`en	  studenten	  wat	  ze	  geleerd	  
hadden	   om	   in	   de	   prakMjk	   door	   zich	   bepaalde	   gedragingen	   eigen	   te	   maken	  
(‘walking	  the	  talk’)	  en	  accolades	  op	  te	  bouwen	  (‘Mcking	  the	  boxes’)	  die	  hoorden	  
bij	  een	  toekomsMg	  chirurg.	  Dit	  gaf	  hen	  de	  mogelijkheid	  zichzelf	   te	  idenMﬁceren	  
als	  en	   zich	  door	   anderen	   te	  laten	   idenMﬁceren	  als	  een	   ‘toekomsMg	  chirurg’,	  en	  
zodoende	   toegang	   te	   krijgen	   tot	   de	   chirurgische	   wereld.	   ParMciperen,	  
bijvoorbeeld	  door	   te	  assisteren	  op	  de	  operaMe	  kamer,	  gaf	  hen	  de	  mogelijkheid	  
hun	   netwerk	   uit	   te	   breiden	   en	   bood	   toegang	   tot	   informaMe	   over	   een	  
chirurgische	  carrière	  middels	  een	  posiMeve	  feedback	  loop.	  Voor	  sommigen	  was	  
het	  moeilijk	  om	  met	  dit	  hidden	  curriculum	  om	  te	  gaan.	  Zij	  ervoeren	  een	  carrière	  
in	  de	  chirurgie	  als	  onwenselijk 	  of	  onhaalbaar;	  en	  werden	  zo	  uitgesloten	  van	  een	  
carrière	   in	   de	   chirurgie. 	   Ze	   hadden	   het	   gevoel	   dat	   ze	   niet	   met	   het	   hidden	  
curriculum	  uit	  de	  voeten	  konden	  en	  voelden	  dat	  ze	  niet	  het	  type	  persoon	  waren	  
welke	  paste	   binnen	  deze	  chirurgische	  cultuur.	  Door	   aandacht	  te	   schenken	  aan	  
de	   sociaal-­‐culturele	   redenen	   die	   onderliggend	   zijn	   aan	   de	   verschillende	  mate	  
van	  deelname	  van	  mannelijke	  en	  vrouwelijke	   studenten	  binnen	  het	   chirurgisch	  
domein,	  bouwen	   de	   bevindingen	   van	   Hoofdstuk	  3	   voort	   op	   Hoofdstuk	  2.	  Het	  
gebruik	  van	  sensiMserende	  concepten	  uit	  de	  macro-­‐sociologische	  theorieën	  van	  
Bourdieu	   (1977a,b;	   1990a,b;	   1993)	   ondersteunde	   de	   uiteenzeung	   van	   een	  
model	   in	  ontwikkeling	  over	  hoe	  binnen	  iedere	  fase	  van	  dit	  model	  studenten	   in	  
verschillende	   mate	   toegang	   hadden	   tot	   het	   hidden	   curriculum	   van	   een	  
chirurgische	  loopbaan.	  Het	  concept	  macht	  werd	  besproken	  door	  een	  uitleg	  van	  
de	   complexe	  manieren	  waarop	   sociaal,	   cultureel	   en	   symbolisch	  kapitaal	   werd	  
verdeeld,	  uitgewisseld	  en	  ontzegd	  binnen	  het	  chirurgisch	  domein.
In	  Hoofdstuk	  4	  verkent	  de	   chirurgische	  cultuur	  door	   percepMes	  van	   studenten	  
over	  de	  discipline	  chirurgie	  en	  chirurgen	  te	  bestuderen	  en	  zo	  een	  beschrijving	  te	  
creëren	  van	   chirurgische	  stereotypes. 	  Vervolgens	  wordt	  geanalyseerd	  hoe	  deze	  
stereotypes	   de	   loopbaankeuzes	   van	   studenten	   beïnvloeden.	   In	   deze	   studie	  
werd	  een	  discours	  analyse	  uitgevoerd	  van	   interviews	  met	  medische	   studenten	  
uit	   verschillende	   jaargroepen,	   zowel	   mannen	   als	   vrouwen	   met	   verschillende	  
loopbaanperspecMeven. 	   Discours	   analyse	   probeert	   de	   gedeelde	   vertellingen,	  
normen,	   waarden,	   percepMes	   en	   prakMjken	   van	   een	   gemeenschap	   bloot	   te	  
leggen	   door	   het	   bestuderen	   van	   hun	   taalgebruik	   (Gee	   2005).	   Deze	  
methodologie	   erkent	   de	   sociaal	   geconstrueerde	   aard	   van	   de	   chirurgische	  
cultuur	  (Gee	  2011).	  Dit	  bood	  de	  mogelijkheid	  om	  een	  diepere	  analyse	  te	  maken	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van	  de	  gedachten	  en	  aannames	  van	  studenten	  met	  betrekking	  tot	  de	  discipline	  
chirurgie,	  daarmee	   tevens	   voortbouwend	  op	   de	  bevindingen	   uit	   Hoofdstuk	  3.	  
Tevens	  bleek	  het	   mogelijk	   om	   te	   onderzoeken	   hoe	   studenten	   geposiMoneerd	  
werden	  binnen	  het	  heersende	  discours.	  Medische	  studenten	  hadden	  opvallend	  
uniforme	  ideeën	  over	   stereotype	  chirurgen	   als	  overmaMg	  zeker	  van	   zichzelf	  en	  
inMmiderend.	   Deze	   stereotypes	   hielden	   stand	   ondanks	   talrijke	   posiMeve	  
ervaringen	  met	  chirurgen.	  Volgens	  de	   stereotypen	  was	  de	  chirurgische	  cultuur	  
meedogenloos	   compeMMef;	   werd	   de	   cultuur	   gepercipieerd	   als	   mannelijk,	  
waarbij	  het	   laten	  zien	  van	  mannelijke	  kwaliteiten	   noodzakelijk	  was	  voor	   succes	  
binnen	   dit	   domein.	   Studenten	   geloofden	   dat	   een	   carrière	   in	   de	   chirurgie	  
opoﬀering	  van	  Mjd	  en	   energie	  vereiste	  en	  voornamelijk	  ook	  ten	  koste	  ging	  van	  
een	   familieleven.	   Studenten	   waren	   overtuigd	   dat	   om	   te	   slagen	   binnen	   de	  
chirurgie	   zij	   binnen	  dit	   stereotype	  moesten	  passen, 	  daarmee	  mensen	   die	  niet	  
wilden	  of	  konden	  conformeren	  buitensluitend.	  Om	  te	  kunnen	  afwijken	  van	  deze	  
stereotypes	  was	  het	  nodig	  om	  eigenschappen	   die	  belangrijk	  gevonden	  worden	  
binnen	   de	   chirurgie	   op	   een	   uitzonderlijk	   niveau	   te	   laten	   zien.	  Chirurgie	   werd	  
hierdoor	   als	   niet	   aantrekkelijk	   noch	   realisMsch	   ervaren	   door	   veel	   medische	  
studenten.	  
	  	  	  	  
Hoofdstuk	  5	  is	  een	  commentaar	  op	  een	  meta-­‐analyse	  van	  gender	  en	  loopbaan-­‐
ambiMes	  van	  medische	   studenten	   (Tongeren-­‐Alers	   et	  al.	   2014).	  Het	   hoofdstuk	  
verkent	   mogelijke	   sociaal-­‐culturele	   verklaringen	   voor	   de	   verschillen	   in	  
loopbaankeuzes	   tussen	  mannelijke	  en	   vrouwelijke	  studenten.	  De	   bevindingen	  
uit	  hoofdstukken	  2-­‐4	  worden	  in	  een	  breder	  theoreMsch	  kader	  geplaatst,	  waarbij	  
ook	  rekening	  gehouden	  wordt	  met	  de	  sociaal-­‐culturele	  kriMek	  op	  gepubliceerde	  
studies	  over	  loopbaankeuzes	  in	  het	  medisch	  onderwijs.	  Het	  merendeel	  van	  het	  
eerder	   gepubliceerde	   onderzoek	   richt	   zich	   op	   keuzemomenten	   rondom	   de	  
medische	  carrière,	  een	  fenomeen	  waarin	  vanzelfsprekend	   veel	   ‘agency’,	  ofwel	  
handelingsbekwaamheid,	  toegekend	  wordt	  aan	  individuen.	  Deze	  invalshoek	  laat	  
niet	  veel	   ruimte	  voor	   sociaal-­‐culturele	  factoren	  die	  het	  aantal	  mogelijke	  opMes	  
zouden	   beperken.	   In	   dit	   hoofdstuk	   wordt	   de	   tegenstelling	   tussen	  
individualisMsche	   theorieën	   (met	   nadruk	   op	   individuele	   handelingsruimte)	   en	  
sociaal	  culturele	  theorieën	  (	  meer	  determinisMsch)	  geschetst	  en	  wordt	  de	  vraag	  
gesteld	   in	  welke	  mate	  studenten	  echt	   ‘vrij’	  zijn	  om	  een	   loopbaan	  te	  ‘kiezen’.	  Er	  
wordt	   in	   het	   bijzonder	   gewezen	   op	   de	   mate	   waarin	   sociaal-­‐culturele	  
beperkingen	   individuen	   verschillend	   beïnvloeden,	   en	   hoe	   deze	   verschillen,	  
bijvoorbeeld	   in	   de	   mogelijkheid	   om	   acMef	   te	   parMciperen,	   de	   mogelijke	  
loopbaanopMes	  van	  studenten	  zou	  kunnen	  beïnvloeden.
	  
Hoofdstuk	   6	   beschrijn	   de	   vierde	   en	   laatste	   empirische	   studie.	   In	   vorige	  
hoofdstukken	   werden	   verschillende	   redenen	   onderzocht	   waarom	   studenten	  
niet	  voor	  een	  loopbaan	  binnen	  het	  domein	  chirurgie	  kiezen.	  Dit	  hoofdstuk	  gaat	  
dieper	   in	   op	   de	   ervaringen	   van	   vrouwelijke	   studenten	   en	   artsen	  die	  wel	   voor	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een	   loopbaan	   in	   de	   discipline	   chirurgie	   hebben	   gekozen.	   De	   studie	   omvat	  
interviews	   met	   vijnien	   vrouwen	   die	   zich	   op	   verschillende	   momenten	   in	   hun	  
loopbaantraject	   binnen	   de	   chirurgie	   bevinden;	   van	   medisch	   student	   tot	   een	  
chirurgisch	  specialist	   in	   ruste.	  Het	  doel	  van	  de	  studie	  was	  om	  de	  onderliggende	  
idenMﬁcaMe	  processen	  van	  vrouwen	  met	  een	  chirurgische	  carrière	  te	  begrijpen.	  
Figured	   Worlds	   bood	   een	   theoreMsch	   en	   epistemologisch	   perspecMef	   als	  
toevoeging	   op	   eerder	   vastgestelde	   analyse	   thema’s.	   Figured	   Worlds	   brengt	  
concepten	   van	   trajecten	   en	   verbeelding	   uit	   Hoofdstuk	   2,	   cultuur, 	  macht	   en	  
posiMonering	  uit	  Hoofdstuk	  3,	  en	  discourses	  uit	  Hoofdstuk	  4	  samen	  om	  zo	   een	  
beter	   beeld	   te	   krijgen	   van	   de	   idenMﬁcaMe	   processen.	   De	   analyse	   van	   de	  
interviews	  van	  de	  vrouwelijke	  chirurgen	   toonde	  aan	  dat	  ‘vrouw	  zijn’	  en	  ‘chirurg	  
zijn’	  	   in	  strijd	  was	  met	  elkaar	  waardoor	   slechts	  weinig	  ruimte	  beschikbaar	  was	  
om	   een	   succesvol,	   vrouwelijk	   chirurg	   te	   zijn.	   Om	   dit	   conﬂict	   op	   te	   lossen,	  
moesten	   deze	   vrouwen	   iets	   doen	   met	   hun	   idenMteit:	   zij	   gaven	   een	   nieuwe	  
deﬁniMe	  aan	  hun	  vrouw	  zijn,	  of	  aan	  hun	  idenMteit	  als	  chirurg,	  of	  verhielden	  zich	  
op	   een	   andere	  manier	   tot	   heersende	   maatschappelijk	  discoursen	   om	   zo	   een	  
nieuwe	  manier	  van	  zijn	  te	  promoten,	  ook	  wel	  ‘world-­‐making’	  genoemd.
Hoofdstuk	   7	   bespreekt	   de	   bevindingen	   van	   de	   verschillende	   studies	   in	   het	  
proefschrin.	  Het	  hoofdstuk	  geen	  de	  achtergrond,	  belangrijkste	  bevindingen	   en	  
conclusies	  uit	  het	  proefschrin	  weer.	  De	  discussie	  plaatst	  het	  werk	  in	  het	  breder	  
kader	   van	  bestaande	   literatuur	  en	   benadrukt	   hoe	   dit	   onderzoek	  bijdraagt	   aan	  
het	   beter	   begrijpen	   van	   de	   onder-­‐representaMe	   van	   vrouwen	   binnen	   de	  
chirurgie.	  Dit	  proefschrin	  schets	  een	  gedetailleerd	  beeld	  van	  de	  ‘Figured	  World’	  
van	  de	  chirurgie,	  ter	  eerste	  door	   een	  beschrijving	  van	  de	  speciﬁeke	  cultuur	   van	  
de	  chirurgie,	  ten	  tweede	  door	  te	  beschrijven	  hoe	  mensen	  zich	  idenMﬁceren	  met	  
deze	   ‘Figured	  World’;	  en	   ten	   slo`e	   door	   de	   discussie	   over	   ongelijkheid	   in	   de	  
chirurgische	   wereld.	   De	   chirurgische	   wereld	   was	   sterk	   mannelijk	   geMnt	  
waardoor	   vrouwelijke	   eigenschappen	   en	   karakterisMeken	   werden	   geweerd	  
binnen	   het	   domein.	  Vrouwelijke	  medische	   studenten	  hadden	   verschillende	   en	  
negaMeve	   ervaringen	   met	   betrekking	   tot	   chirurgie,	   en	   in	   verschillende	   mate	  
toegang	  tot	  het	  ‘hidden	  curriculum’	  van	  chirurgische	  carrières.	  Dit	  betekent	  dat	  
het	  moeilijker	  was	  voor	  vrouwen	  om	  zich	  te	  idenMﬁceren	  met	  het	  beeld	  van	  een	  
‘toekomsMg	  chirurg’.	  Voor	  de	  vrouwen	  die	  chirurg	  werden	  was	  het	  moeilijk	  om	  
het	   chirurg	   zijn	   te	   combineren	   met	   het	   vrouw	   zijn	   omdat	   deze	   concepten	   in	  
strijd	   zijn	  met	   elkaar.	  Sommige	   vrouwen	  waren	   creaMef	   in	   het	   hervormen	  van	  
hun	   idenMteit	   om	   zo	   nieuwe	   ruimte	   te	   ontwikkelen	   waarin	   ze	   zowel	   vrouw	  
konden	   zijn	   als	   chirurg.	   Hoofdstuk	   7	   bespreekt	   ook	   de	   sterktes	   en	  
verbeterpunten	   van	   het	   proefschrin.	   Door	   een	   gedegen	   beschrijving	   van	   de	  
prakMsche	  en	  theoreMsche	  implicaMes	  van	  de	  studies	  wordt	  beschreven	  hoe	  dit	  
proefschrin	  bijdraagt	  aan	  kennisvermeerdering,	  nu	  en	  in	  de	  toekomst.	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Chapter 10
VALORISATION
Valorisa:on
Implica8ons	  for	  prac8ce
This	  thesis	  has	  pracMcal	  applicaMons	  which	  can	  directly	  beneﬁt	  medical	  students	  
and	  surgeons, 	  and	  which	  may	  indirectly	  beneﬁt	  paMents,	  healthcare	  and	  society	  
at	  large.	  
This	   research	   has	  several	   important	   ﬁndings	   in	   terms	  of	  diﬀerenMal	   access	   to	  
surgical	  careers.	  From	  a	  sociocultural	  perspecMve,	  the	  surgical	  world	  is	  complex;	  
many	   factors	   interact	   to	   determine	   an	   individual’s	   trajectory	   in	   the	   domain,	  
from	  their	  own	  individual	  history	  to	  the	  immediate	  social	  contexts	  in	  which	  they	  
ﬁnd	   themselves	   day-­‐to-­‐day.	   While	   the	   discussion	   secMons	   in	   Chapters	   2-­‐6	  
delineate	   pracMcal	   applicaMons	  of	   the	  work	   in	   terms	   of	   dealing	  with	   inequity,	  
there	   is	   no	   simple	   soluMon:	   no	   single	   intervenMon	   will	   increase	   the	  
representaMon	   of	  women	   in	   surgery,	  nor	   is	  it	   predictable	  precisely	  what	   eﬀect	  
any	  such	  intervenMon	  may	  have.
There	  is	  a	  delicate	  balance	  when	   considering	  any	  intervenMons	  to	   ‘encourage’	  
women	   into	   surgical	   careers.	  Whilst	   this	   thesis	   and	   the	   literature	   suggest	   an	  
increased	   number	   of	   female	  surgeons	  would	  be	  beneﬁcial	   for	   future	   cohorts,	  
Chapter	  6	  suggests	  that,	  for	  those	  women	  that	  do	  enter	   the	  career,	  it	  is	  likely	  to	  
be	  a	  more	  diﬃcult	  path	  to	  take.	  It	  may	  therefore	  be	  considered	   irresponsible	  to	  
‘push’	  or	   guide	   any	  individual	   in	   any	  parMcular	   direcMon.	  Conversely,	  to	   draw	  
a`enMon	   to	   the	   diﬃculMes	   inherent	   in	   being	   a	   female	   surgeon	   may	   further	  
deter	  women	   from	   the	   career,	  worsening	   the	   situaMon	   for	   both	   those	   in	   the	  
specialty	   and	   those	   considering	   a	   surgical	   career.	   Hence,	   the	   pracMcal	  
applicaMons	   suggested	   here	   are	   based	   on	   equipping	   individuals	   with	   an	  
understanding	   of	   surgical	   discourses,	   and	   the	   tools	   to	   negoMate,	   and	   even	  
challenge,	  the	  surgical	  status	  quo.	  Given	  the	  importance	  of	  local	  context,	  such	  a	  
strategy	  allows	  individuals	  to	  apply	  this	  work	  to	  their	  individual	  social	  worlds.
Tackling	  diﬀeren;al	  access	  to	  par;cipa;on
A	  major	  ﬁnding	  of	  this	  thesis	  was	  the	  diﬀerenMal	  access	  medical	  students	  had	  to	  
uncovering,	  enacMng	  and	   engaging	  in	   the	  hidden	  curriculum	  of	  surgical	  careers	  
–	  the	  culture,	  beliefs	  and	  behaviours	  enacted	  by	  those	  within	  a	  community 	  and	  
passed	   to	   students,	   who	   subsequently	   enact	   them	   themselves	   (Haﬀerty	   &	  
Haﬂer	   2011).	  Another	   key	  ﬁnding	  was	   that	   diﬀerent	   students	   experience	   the	  
same	  thing	  diﬀerently;	   female	   students	  do	  not	  experience	  parMcipaMon	   in	   the	  
same	  ways	  as	  male	   students	  during	  surgical	   placements,	  are	   unable	  to	   see	  or	  
interact	   with	  many	   female	   surgeons,	   and	   are	   exposed	   to	   negaMve	   stories	   of	  
female	   surgeons.	   There	   are	   several	   pracMcal	   steps	   that	   could	   be	   taken	   to	  
address	  these	  points. 	  Firstly 	  we	  must	  understand	  the	  importance	  of	  making	  the	  
hidden	  curriculum	  more	  explicit	  and,	  hence,	  more	  widely	  accessible	  to	  students.	  
Discussions	   of	   what	   forms	   of	   capital	   and	   behaviour	   are	   privileged	   in	   surgery,	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and	  why,	  could	  help	  more	   students	  to	  understand	   this,	  as	  well	  as	  providing	  a	  
forum	   to	   openly	  debate	   their	   implicaMons.	  The	   literature	   and	   this	   thesis	   are	  
clear	   that	   relaMonships	  are	  very	  important.	  Mentoring,	  whether	   from	  surgeons	  
or	   peers,	   at	   an	   early	   stage	   in	   medical	   school	   regarding	   how	   to	   ‘pracMcally	  
negoMate’	  career	   opMons	  –	  understanding	   ‘what	   counts’, 	  where,	  at	  what	  Mme	  
and	  why	  are	  integral	  concepts	  to	  developing	  a	  sens	  praMque	  of	  a	  career.	  
Students	   could	  be	  be`er	   helped	   to	   build	   useful	   relaMonships,	   for	   example	  by	  
providing	   ‘scripts’	   for	   engagement	   in	   the	   operaMng	   theatre	   –	   one	   such	   stock	  
quesMon	  might	   be,	  “I’m	  really	  interested	   in	   a	  surgical	   career,	  but	   I’m	  not	   sure	  
what	   I	  need	  to	  do;	  please	  can	   I	  hear	  about	  your	   experiences?”	  InsMtuMon-­‐level	  
intervenMons	  may	  also	   be	  of	  beneﬁt	  –	   for	  example,	  a	  hospital-­‐wide	  policy	  that	  
medical	  students	  should	   ‘scrub	  in’ 	  when	  on	  placement	   and	  have	  a	   role	  as	  part	  
of	  an	  operaMng	  theatre	  team;	  if	  theatre	  staﬀ	  know	  it	   is	  important	  for	   students	  
to	   ‘scrub	   in’, 	   and	   also	   legiMmate	   to	   ask	   them	   to	   help	   with	   tasks,	   this	   may	  
facilitate	   ‘belonging’	  and	  feeling	  useful	   –	  ‘supported	  parMcipaMon’	  –	  which	  has	  
been	   shown	   to	   be	   of	   central	   importance	   to	   ‘experience-­‐based	   learning’	   in	  
clinical	  seungs	  (Dornan	  et	  al.	  2007).	  Thus,	  it	  may	  be	  of	  beneﬁt	  to	  clarify	  the	  role	  
of	   students	   in	   the	   operaMng	  theatre	   to	   be	  more	   akin	   to	   the	  North	   American	  
model,	   where	   students	   are	   expected	   to	   scrub	   for	   every	   case	   during	   their	  
surgical	  rotaMon	  (unless	  there	  is	  a	  compelling	  or	   clinical	  reason	  not	   to)	  (Tahiri	  &	  
Liberman	  2013).	  With	   female	  students	  less	  likely	  to	  negoMate	  to	   ‘scrub	  in’,	  this	  
may	  be	  especially	  beneﬁcial	   in	   equipping	  them	  with	   be`er	   tools	   to	   engage	   in	  
surgical	  placements.
However, 	   there	   are	   also	   ramiﬁcaMons	   of	   these	   strategies	   that	   must	   be	  
considered,	  as	  some	  involve	  ﬁung	  individuals	  be`er	  to	   the	  pracMce	  of	  surgery,	  
rather	   than	  changing	  the	  pracMce	  itself.	  Deliberate	  intervenMon	  with	  a	  view	   to	  
changing	   the	   ways	   in	   which	   people	   idenMfy	   carries	   signiﬁcant	   ethical	  
implicaMons,	  and	   concerns	  have	   been	   raised	   over	   ﬁung	  school	   students	  from	  
lower	  socioeconomic	  groups	  into	  the	  middle-­‐class	  pracMce	  of	  university	  (Moore	  
2014).	   Figured	   Worlds	   would	   hold	   that	   the	   pracMce	   and	   the	   idenMMes	   of	   its	  
individuals	  exist	   in	  dialogue,	  hence,	  even	  taking	  such	  an	  ‘idenMty	  approach’	  may	  
change	  the	  pracMce	  itself.	  
Figures	  and	  rela;onships
This	   thesis	   supports	   previous	   research	   on	   the	   value	   of	   female	   surgical	   role	  
models	   (Sanfey	   et	   al.	   2006).	   There	   is	   likely	   to	   be	   much	   beneﬁt	   in	   acMvely	  
gathering	  and	   disseminaMng	   diverse	  narraMves	   of	   surgery	  and	   surgeons.	  From	  
the	  Figured	  Worlds	  perspecMve,	  ‘ﬁgures’	  are	  a	  wider	  concept	   than	  role	  models;	  
hence,	  medical	  students	  and	  surgeons	  could	  draw	  on	  more	  diverse	   ‘ﬁgures’,	  in	  
relaMon	   to	   whom	  they	  could	   narrate	   their	   own	   idenMMes.	  Further,	  in	   terms	   of	  
‘paradigmaMc	   trajectories’,	   this	   would	   arguably	   increase	   the	   diversity	   of	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trajectories	  available	  for	   medical	   students, 	  making	   it	   easier	   to	   ‘see’	  and	   ‘hear’	  
about	   successful	   female	   surgeons,	   thus	   facilitaMng	   medical	   students’	  
imaginaMon	  of	   themselves	  in	  surgical	   careers. 	  On	  a	  pracMcal	  note,	  this	  strategy	  
would	  need	  to	  discursively	  depart	  from	  many	  ‘professional	  proﬁles’	  of	  surgeons	  
available	  online	  and	   in	   the	  media,	  which	   tend	   to	   reinforce	  surgical	   discourses	  
(Royal	  College	  of	  Surgeons	  of	  England	  2013).	  Rather, 	  a	  more	  frank	  and	  unusual	  
insight	  into	  these	  people’s	  lives	  would	  hold	  more	  value:	  Where	  are	  they	  from?;	  
What	   other	   careers	   did	   they	   consider?;	   How	   did	   they	   train?;	   What	   do	   they	  
enjoy?;	  What	   is	  challenging	  about	   their	   work?;	  What	  do	  they	  enjoy	  outside	   of	  
work?;	  What	   do	   they	  wish	   they	   had	   known	   before	   embarking	   on	   a	   surgical	  
career?;	  What	   are	   their	   paMents	   like?;	  What	   is	  an	   average	   day	  like	   for	   them?	  
Answers	  to	   these	  quesMons	  do	  not	  form	  a	  typical	   surgical	   narraMve,	  and	   could	  
signiﬁcantly	  disrupt	  underlying	  discourses	  and	  disseminate	  alternaMve	  (and	  less	  
stereotypical)	   ways	   to	   be	   a	   surgeon	   –	   thereby	   highlighMng	   other	   aspects	   of	  
surgeons’	  idenMMes	  so	  a	  wider	   variety 	  of	  medical	   students	  could	   idenMfy	  with	  
them,	   rather	   than	   a	   proﬁle	   portraying	   every	   surgeon	   in	   terms	   of	   the	  
homogenous	  ‘ideal	  surgeon’	  stereotype.
While	   increased	   access	   to	   ﬁgures	   in	   the	   abstract	   may	   be	   beneﬁcial	   in	  
challenging	  exisMng	  discourses,	  facilitaMng	  relaMonships	  with	  these	  same	  people	  
would	  also	   be	  helpful.	  As	  described	   in	  Chapter	   3,	  it	   is	  not	  merely	  relaMonships	  
with	   the	  most	   senior	   surgeons	  that	   are	   important;	   relaMonships	  with	   medical	  
students	   and	  surgical	   trainees	  via	  workshops,	  mentorship	   schemes,	  and	  social	  
media	  could,	  in	   addiMon	   to	  promoMng	   the	  exisMng	  diversity	  of	  surgeons,	  build	  
useful	   relaMonships	   for	   students.	   This	   recommendaMon	   is	   also	   supported	   by	  
numerous	   other	   studies	   demonstraMng	   the	   value	   of	   mentorship	   and	   role	  
modelling	  (Neumayer	   et	   al.	   2002;	  Sanfey	  et	   al.	   2006;	  Drinkwater	   et	   al.	  2008;	  
Drolet	   et	  al.	  2014).	  ‘Mentors’,	  then,	  represent	  a	  powerful	   opportunity	  to	  bring	  
about	   change	   in	   the	   pracMce	   of	   surgery	   –	   to	   reﬁgure	   surgery	   for	   medical	  
students,	  but	   also	   for	   surgeons.	  Mentors	   have	   the	   opportunity	  to	   orchestrate	  
what	   students	   see, 	  hear,	  do,	  and	   thus	   imagine;	  they	  can	   provide	  posiMve	   and	  
diverse	   stories,	   in	   the	   awareness	   that	   these	   narraMves	   are	   inﬂuenMal.	   These	  
same	   people	   can	   more	   acMvely	   invite	   students	   to	   engage	   and	   parMcipate,	  
knowing	   that	   this	   facilitates	   idenMﬁcaMon	   and	   belonging	   in	   surgery,	   but	   also	  
that	   students	   might	   want	   to	   engage	   but	   not	   know	   how.	   For	   example,	   if	   a	  
student	  seems	  quiet	  or	  awkward,	  a	  mentor	   could	  assume	  that	  they	  don’t	  know	  
how	  to	  interact, 	  rather	  than	  that	  they	  are	  uninterested.	  In	  this	  regard,	  surgeons,	  
in	   their	   day-­‐to-­‐day	   acMviMes	   and	   interacMons	   with	   students	   can	   powerfully	  
improve	  the	  surgical	  experiences	  of	  both	  male	  and	  female	  medical	  students.
Challenging	  exis;ng	  discourses
Another	   major	   ﬁnding	  of	   this	   thesis	   is	  the	  masculine	   nature	   of	   the	   prevailing	  
discourses	  in	  surgery,	  and	  their,	  at	  Mmes,	  polarising	  eﬀect	  on	  students.	  Making	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students	  aware	  of	  the	  discourses	  that	  they	  are	  drawing	  on	  may	  act	  to	  facilitate	  
a	   more	   agenMc	   authorial	   stance.	   This	   may	   assist	   the	   challenge	   and	   re-­‐
negoMaMon	   of	   the	   prevailing	   discourses	   that	   marginalise	   some	   students.	  
Although	   the	  studies	  used	   interview	   transcripts	  as	  data,	  it	   is	  not	   just	   language	  
that	   is	   gendered.	   Other	   cultural	   tools	   –	   including	   colours,	   images, 	   objects,	  
acMviMes,	  buildings	   –	  also	   have	  historical	   and	   cultural	   meanings	   that	   can	  have	  
gendered	   connotaMons.	   A`enMon	   paid	   at	   an	   insMtuMonal	   level	   to	   reiﬁed	  
discourses	   could	   help	   to	   broaden	   the	   diversity	   of	   imagined	   trajectories	   in	  
surgery	  –	  from	  the	  language	  used	  in	  policy	  documents	  to	  the	  portraits	  that	  hang	  
in	  insMtuMons	  (MarMmianakis	  &	  Haﬀerty	  2013).
CompeMMon	  was	  a	  major	  discursive	  component	  of	  the	  ﬁgured	  world	  of	  surgery	  
for	   medical	   students	  and	   surgeons	  in	   this	   thesis.	  It	  was	  both	  reiﬁed	   in	  surgical	  
literature	   and	   unchallengeable	   –	   ‘surgical’	   almost	   became	   a	   byword	   for	  
‘compeMMve’.	   For	   many	   surgeons	   interviewed,	   the	   compeMMveness	   was	   a	  
source	  of	  pride	  in	  their	  own	  success	  and	  considered	  as	  a	  force	  for	  improvement	  
within	   the	   specialty.	   Yet,	   data	   in	   Chapter	   3	   showed	   how	   the	   perceived	  
compeMMveness	   excluded	  many	  students	   from	   the	   possibility	  of	   beginning	   to	  
consider	   the	  career.	  Hence,	  there	  may	  be	  beneﬁt	   in	   beginning	  to	  consider	  how	  
surgery	   as	   a	   pracMce	   could	   become	   ‘less	   compeMMve’,	   not	   in	   terms	   of	  
applicaMon	  raMos,	  but	  in	  terms	  of	  communality.	  Such	  a	  discursive	  change	  could	  
make	   the	   pracMce	   more	   open	   to	   female	   students	   and	   more	   amenable	   to	  
paMents.	   That	   is	   not	   to	   say	   that	   communal	   discourses	   should	   be	   ranged	   in	  
opposiMon	   to	   those	   of	   compeMMon,	   but	   that	   there	   may	  be	   a	  way	   to	   include	  
these	  perspecMves,	  which	  both	  have	  much	  to	  oﬀer,	  in	  the	  surgery	  of	  the	  future.
A	   powerful	   challenge	   to	   the	   masculine	   surgical	   discourse	   was	   discussed	   in	  
Chapter	   6:	  ‘world-­‐making’	  is	   the	  orchestraMon	  of	   exisMng	  discourses	  to	   author	  
new	  ways	   of	   being	  –	   for	   example,	  staMng	  that	   being	  a	  mother	   and	   a	  surgeon	  
require	  the	  same	  skills.	  It	  is	  important	  to	  be	  aware	  of	  this	  kind	  of	  idenMty	  work,	  
so	   that	   it	   can	   be	   incorporated	   into	   a	  future	  sense	   of	   surgery	  as	   a	  pracMce,	   in	  
order	   to	   beneﬁt	   others	   in	   similar	   posiMons.	   This	   could	   be	   supported	   by	  wide	  
disseminaMon	   of	   new	   examples	   of	   discursive	   world-­‐making,	   and	   by	   giving	  
people	  forums	  in	  which	  to	  discuss	  their	  pracMce	  and	  experiment	  with	  discursive	  
orchestraMon.
Implementa8on	  of	  prac8cal	  and	  theore8cal	  implica8ons
The	  papers	  in	  Chapters	  2,	  3,	  4	  and	  5	  have	  already,	  at	   the	  Mme	  of	  wriMng,	  been	  
published	   in	   academic	   journals. 	   Notably	   Chapters	   2	   and	   3	   a`racted	   the	  
publicaMon	  of	  commentary	  pieces	  to	  accompany	  the	  arMcles,	  demonstraMng	  the	  
discussion	   sMmulated	   within	   the	   ﬁeld	   prompted	   by	   this	   work.	   Chapter	   3	  
provoked	   debate	   in	   a	   subsequent	   issue,	   when	   some	   medical	   students	   were	  
moved	  to	  challenge	  the	  paper’s	  ﬁndings.	  Research	  papers	  have	  been	  presented	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at	  AssociaMon	  for	  Medical	  EducaMon	  in	  Europe	  conferences	  held	  in	  Lyon	  in	  2012	  
and	  Prague	  in	  2013.	  
An	   internaMonal	   research	   symposium	   has	   been	   organised	   to	   coincide	   with	  
defence	  of	  this	  thesis.	  Central	  to	  the	  focus	  of	  this	  symposium	  will	  be	  theoreMcal	  
issues	   raised	   by	   this	   thesis,	   including	   sociocultural	   perspecMves	   on	  
idenMﬁcaMon,	  gender	   and	   culture	  as	   applied	   to	   surgical	   educaMon.	  This	   event	  
will	   contribute	   to	   the	   impact	   this	   work	   has	   in	   the	   ﬁeld,	   including	   wider	  
disseminaMon	  of	  the	  theoreMcal	  advances	  made	  by	  this	  thesis	  and	  discussion	  of	  
the	  possible	  direcMon	  of	  future	  work.
Copies	  of	  the	  PhD	  thesis	  will	  be	  distributed	  to	  members	  of	  the	  OpportuniMes	  in	  
Surgery	  and	  Women	  in	  Surgery	  commi`ees	  at	   the	  Royal	  College	  of	  Surgeons	  of	  
England,	  and	  the	  US-­‐based	  Women	  in	  Surgery	  organisaMon,	  whereby	  it	  is	  hoped	  
the	   ﬁndings	   will	   be	   incorporated	   into	   policy	   governing	   UK	   and	   US	   surgical	  
training.
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